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TO HYDRATE THE RESPIRATORY TRACT, or to prevent 
dehydration, the AIR-SHIELDS HYDROJETTE" may be 
rolled quietly to any bed in the hospital. No need to 
move the patient. No need for a costly permanent 
vapor installation. The HYDROJETTE is powered by 
an AIR-SHIELDS diaphragm-type compressor which 
provides filtered, oil-free air to the atomizer, to cre- 
ate a fine, dense fog, at the bedside, without mask 
or tubes. 


INDICATIONS: During administration of oxygen with 
nasal catheter, after anesthesia, post-tracheotomy, 
post-tonsillectomy, and in croup, asthmatic dyspnea, 
bronchitis, laryngotracheobronchitis. 


The Arr-SHIELDS HyDROJETTE is equally valuable as 
an aspirator, cannot rust or “‘freeze’’ from condensed 
or aspirated moisture, and is unconditionally guaran- 
teed for 1 year. Write for folder, or call OSborne 
5-5200 (Hatboro, Pa.)—we’ll pay the charges. 


'ydroje tte 


mobile, self-powered humidifier-aspirator 


for inhalation therapy or suction 


AIR-SHIELDS, 


HATBORO, PA. 
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QUALITY / RESEARCH /INTEGRITY 


refreshing sleep... alert arising 


(Ethinamate, Lilly) 


for patients with simple insomnia 


2 
= 


Apprehension, worry, tension, or fear frequently forms the 


_setting for simple insomnia. ‘Valmid’ helps such patients over 
the threshold of sleep, which, once induced, continues nor- 
mally. Because ‘Valmid’ is a nonbarbiturate with a very short 
action span, it permits a bright awakening without “hang- 
over’ or other side-effects. ‘Valmid’ is notably safe, even in 


Supplied as Tablets ‘Val- : : 
patients with liver or kidney damage, for whom barbiturates 


mid,’ 0.5 Gm. (7% grs.), ‘in 


bottles of 100. are contraindicated. 
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Erythromycin in Treating Pheumonia 
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A 27-year-old man, a chronic alcoholic, was admitted with 4 h 
tory ie hie 
ory of an alcoholic spree followed by a cough, greenish «< 
sputum 


ad 


and chills and fever. 
Physical examination showed a temperature of 104 F 


gn pneumonia in the right lower lobe This was conf 

X-ray. The sputum revealed gram-positive diplocoe 

»100d culture subsequently grew Type VII Pneumocoe 

: The patient was treated with erythromycin, 300 mg. ey i 

per os. His temperature dropped to normal by 

the chest revealed considerable clearing by the 
spi ai day. After 10 days hospitalization the pati a, 


| | 

| Symposium, we reported the successful treat 
mromycin of ; satment with 
ith H. influeneae Pp Onla and bacteremia. A second patient 
identical ~~ Pheumonia and bacteremia had a clinical 
Mentical to the ‘ai Course alr 
500 mg. of cure obtained by treatment with 
ii Omycin per os every four hours for 14 d 
d ese 132 patients with bacteria] pneumonia. |: 0 
Pneumonia had a good initial res 
yed resolution after treatmer Ponse but had 
Ne 


Highly uc Freumonta 


In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “‘It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’” 

This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You’ll get the same 


good results (nearly 100°% in common, bacterial res- Abbott 
piratory infections) when you prescribe ERYTHROCIN. 


Eryt 


filmtap” 


(Erythromycin, Abbott) 


STEARATE 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: ‘“‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.” - 

Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- - 
tion attributable to erythromycin. In addition, you’ll find allergic 


manifestations rarely occur. Filmtab ERYTHROCIN 
Stearate (100 and 250 mg.), in bottles of 25 and 100. bbott 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


1. Romansky, M.J., et al., Antibiotics Annual 1955-1956, p. 48, 


2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., 
A.M.A. Archives of Internal Medicine, 1954, p. 556. 
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assoctaiven meetings 


AS SOON AS DETERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS aaah tt 
ARE ELECTED, SHOULD BE MAILED TO DEPT. AH, 18 E. F 


DIVISION, CHICAGO 10 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
Annual Convention—September 30- 


October 3; Atlantic City 


(Hotel 


Traymore; Convention Hall) 
Midyear Conference for Presidents and 
Secretaries of State Hospital Associ- 


ations——February 3-4, 


cago (Palmer House) - 


1958; Chi- 


American Protestant Hospital Associ- 
ation——February 27-March 1; Chi- 


cago (Palmer House) 


Catholic Hospital Association — May 
27-30; Cleveland (Hotel Statler; 
Auditorium) 


REGIONAL MEETINGS 
(THROUGH JANUARY 1958) 


Association of Western Hospitals—May 
6-9; Los Angeles (Statler Hotel) 

Carolinas-Virginias Hospital Conference 
—April 11-12; Roanoke, Va. (Hotel 
Roanoke 


Velvetex 


color band surgical gloves 


NOW treated with BIO-SORB 


dusting powder* 


This treatment gives you... 


Improved lubrication for easier donning 
Less wear and tear... tackiness eliminated 


Less rapid degradation of tensile strength in 


autoclaving 


*The powder that eliminates post-surgical adhesions caused by 
talcum powder. 


Plus these features 


* PERMANENTLY color banded for quick mating 

BARE HAND ‘sensitivity 

*DERMA-SHIELD" protection against derma- 
titis and other allergy conditions 


FOR FREE SAMPLE, WRITE DEPT. H-257 


Sales Representative: 
W. A. BUSHMAN ASSOCIATES, Inc., 1841 Broadway, N. Y. 23, N.Y. 


ubber 


MASBSSILAI ON, 


Maryland-District of Columbia-Delaware 
Hospital Association—November 6-8; 
Washington, D.C. (Shoreham Hotel) 

Middle Atlantic Hospital Assembly—May 
22-24; Atlantic City (Convention 
Hall) 

Mid-West Hospital Association — Apri! 
24-26; Kansas City, Mo. (Hotel Pres- 
ident; Municipal Auditorium) 

New England Hespital Assembly— March 
25-27; Boston (Statler Hotel) 

Southeastern Hospital Conference—Apri! 
24-26; Atlanta (Atlanta Biltmore Ho- 

Tri-State Hospital Assembly—Apri! 29- 
May 2; Chicago (Palmer House) 

Upper Midwest Hospital Conference — 
May 22-24; Minneapolis (Hotel 
Leamington; Municipal Auditorium) 


STATE AND PROVINCIAL MEETINGS 


(THROUGH JULY 1957) 


Arkansas Hospital Association— May 23- 
25; Little Rock (Marion Hotel) 

lowa Hospital Association—Apri! 25-26; 
Des Moines (Hotel Savery) 

Kentucky Hospital Association — March 
26-28; Lexington (Hotel Phoenix) 
Louisiana Hospital Association—Apri! 4- 
6; Shreveport (Captain Shreve Hotel) 
Maine Hospital Association—June | | - 

12; Rockland (Samoset Hotel!) 

Massachusetts Hospital Association — 
May 9; Boston (Statler Hotel) 

Michigan Hospital Association—June 2] - 
22; Mackinac Island (Grand Hotel) 

New Jersey Hospital Association—May 
22-24; Atlantic City (Convention 
Hall) 

New Mexico Hospital Association— 
March 11-13; Albuquerque (Hilton 
Hotel ) 

Hospital Association of New York State 
—May 22-24; Atlantic City (Hotel 
Claridge) 

North Dakota Hospital Association — 
April 23-24; Grand Forks (Dacotah 
Hotel) 

Ohio Hospital Association—March 31- 
April 4; Cleveland (Hotel Cleveland) 
Hospital Association of Pennsylvania— 
May 22-24; Atlantic City (Convention 

Hall) 

Tennessee Hospital Association ——- May 
~30-June 1; Gatlinburg (Hotel Moun- 
tain View) 

Texas Hospital Association — May |4- 
16; Houston (Shamrock-Hilton Ho- 
tel) 

Wisconsin Hospital Association—March 
14; Milwaukee (Hotel Schroeder) 


AHA INSTITUTES 
(THROUGH JULY 1957) 


Nursing Service Supervision Institute— 
February 25-28; Chicago (Shoreland 
Hotel) 

Hospital Planning Seminar—February 25- 
March 1; Chicago (Edgewater Beach 
Hotel) 

Evening and Night Nursing Service In- 
stitute—March 11-14; Roanoke, Va. 
(Roanoke Hotel) 

Medical Record Library Personnel Insti- 
tute—March 11-15; Chicago (Shore- 
land . Hotel) 

(Continued on page 96) 
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Why not 


the finest 


when it costs no more? 


Stainless steel equipment is truly the epitome of 
hospital furniture. Now you can afford the finest stain- 
less steel equipment for your hospital...and it costs no 
more. Blickman offers an entire line unmatched for qual- 
ity, specially designed for use in every part of the hos- 
pital from the nursery to the autopsy room. Designs 
incorporate the latest advances in technique. Every item 
reflects Blickman craftsmanship...the result of a life- 
time of experience in raising steel fabrication to true art. 


| All equipment is built of heavy gauge stainless steel 
and fitted with conductive casters, tips or glides. All 
items feature Blickman’s famous seamless weld con- 
struction throughout for maximum sanitation. 


For full information regarding stainless steel hos- 
pital equipment write to S. Blickman, Inc., 3802 Gregory 
Avenue, Weehawken, New Jersey. 


A. Clifton REVOLVING STOOL 
7745 SS-15”, 7746 SS-13” 

Sturdy welded construction. Seat 15” 
or 13” diameter, has non-slip conduc- 
tive inset mounted in circular de- 
pression. Adjusts from 19” to 31”. 
B. Manhattan MAYO STAND 


7740 SS | 


Easy, one-hand control, absolute sta- 
bility. Internal, non-slip device locks 
tray at any height, automatically. 
Fits under all operating tables. 


Cc. Newark MAYO STAND 


7741 SS 


The same as the Manhattan Mayo 
Stand with the hand screw locking 
device. 


D. Lenox KICK BUCKET 


7766 SS 


Unbreakable carriage is conductive 
rubber-bumpered inside and out. 
Twelve quart stainless steel pail is 
removable. 


“Sold through’ 
Blickman Authorized Hospital 
Equipment Dealers” 


BLICKMAN 


HOSPITAL EQUIPMENT 


Blickman-Built Look for this symbol of quality 


ESTABLISHED 
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X-RAY INSTALLATION 


a General Electric service 
in step with your progress 


Insuring x-ray department efficiency 


a new hospital? Enlarging or mod- 
ernizing existing facilities? The logical starting 
point for any construction project involving x-ray 
facilities is to plan with your General Electric x-ray 
representative. Preliminary ‘shirt sleeve’ sessions with 
er architect, radiologist and others in- 
volved, first determine your specific needs. The plan- 
ning can then be expertly handled by our Installation 
Planning Service. 

With your requirements in mind, this full-time staff 
of specialists considers every possible operating advan- 


* 


tage and convenience: How to arrange equipment and 
make space work more profitably . . . power, wiring 
and protective requirements . . . plumbing and other 
arrangements are carefully analyzed. The layout of- 
fered the architect is based on your receiving the ulti- 
mate in service from your x-ray equipment. 

Hospital architects have relied on this General 
Electric service for years because this vast experience 
provides hundreds of practical application advantages. 
Ask your General Electric x-ray representative for com- 
plete details while you're still in the planning stage. 


_ In the meantime, you'll want a copy of this fact-packed booklet 


With x-ray diagnostic and therapy loads in- 
creasing, it will pay you to investigate the 
many new developments in the General Elec- 
tric line. This 20-page guide to the com- 
pletely modern x-ray department contains 
diagrams showing trafic flow through ad- 
ministrative, diagnostic and therapy areas as 


well as film processing and special depart- 
ments. You'll also find informative sugges- 
tions on related facilities. — even locations 
of windows. For your copy, see your Gen- 
eral Electric x-ray representative. Or write 
X-Ray Department, General Electric Com- 
pany, Milwaukee 1, Wis., for Pub. L-27 


Progress /s Our Most /mportant Product 


GENERAL ELECTRIC 
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~ and unmatched comfort 


B-D} 
1ON OF BECTON, DI SON AND COMPA Camton, Ohio 
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matchless fit 
, . Curved fingers permit natural, tension-free manipulation. 
Extra fullness at base of thumb allows full hand closure without binding. 
. Color bands on cuffs allow quick and easy size identification and sorting. 
SURGEONS’ GortoveEe s 
Ei 3 


aus 


Now...complete 
post-partum care 
inasingle package 


New No. 663 Kotex* maternity Pad 
pre-packed with 4 large Curity’cotton balls 


The same Kotex with Wondersoft* 
covering your patients’ use at home. 
but it’s a full 12 inches long | 


SAVES MONEY~— You save expensive nurse time 


(8-12 hours per case) because there’s no counting, 
folding, wrapping or labelling. 


ASSURES CORRECT TECHNIQUE—Packed so 


patient removes cotton balls first (without touching 


pad), then removes pad without contaminating it. 
PROMOTES SELF-CARE—Bag gives complete in- M ATE RN! TY P A D S 
structions and helps nurses teach mothers proper peri- a Froduct of the Kimberly-Clark Corp. 


neal self-care. 
See your Curity representative 


Distributed by 


BAUER & BLACK) 


Division of The Kendall Company 


*Reg. T. M. of The Kimberly-Clark Corp. 
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Wasn’t long ago that Lab was understaffed and 
cramped for space. Couldn’t seem to cope with 
the steadily increasing work load. But you’d 
never know it now. Today, there’s a new Lab — 
with greater floor space, adequate equipment, 
more personnel. And the growing pains of the 
past are just an unpleasant memory. 


Why was this hospital so fortunate? It has 
nothing to do with “luck.” The administrator 
here knows the value of figure facts. And he 
knows how to make those figures work for him. 


With prompt reports on his desk, the adminis- 
trator was in a position to analyze the utilization 


of special services by professional services. And 
from these figures he was able to ascertain the 
effect that increased use of new techniques was 
having on Lab’s work load—the trend from BMR 
to PBI, for instance. Thus informed, he was 
equipped to make a realistic administrative de- 
cision to obtain personnel, increase floor space, 
purchase equipment. 


This is but one example of how proper figure 
facts can point up situations that demand ad- 
ministrative action. For further evidence, write 
to us today for your complimentary copy of 
“Better Patient Care Through Administrative 
Controls.’’* 


Better patient care 


*A paper delivered by 
John L. Mayer, Jr., 
at an A.A.H.A. conference, 
Orlando, Florida 


through administrative controls 


The McBee Company, Athens, Ohio 
Division of Royal McBee Corporation * Offices in principal cities 
In Canada: The McBee Company; Ltd., 179 Bartley 
- Drive, Toronto 16, Ontario 
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See for Yourself Why— 


Alconox outsells ALL other 
Hospital and Laboratory deter- 
gents. 


@ OUTPERFORMS — Cleans 
Faster, Easier and more Efficiently. 


@ ELIMINATES tedious scrub- 
bing-and loss of time. 


@ COMPLETELY SOLUBLE 
—Leaves no film or residue. 


e ECONOMICAL — One 
tablespoonful costing only 2'2 
cents will make a gallon of active 
solution. 


AVAILABLE IN 


$ 1.95 
CARTON of 12 boxes of 3 Ibs........ 18.00 
Ib 45 
Ib. .40 
Ib. .40 
Ib. .37 


(Slightly higher on 
Pacific Coast.) 


Write for sample, 
literature 
end name 

of your nearest 


distributor. 


ALCONOX. Int. 


WETTING AGENT DETERGENT 


853 Broadway, Dept. H-12 © New York 3, N. Y. 
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introducing He authors 


Break through the noise barrier 
by William J. Cavanaugh 


William J. Cavanaugh, senior 
engineer with Bolt Beranek and 
Newman, Inc., acoustics consult- 
ants, is a specialist in the field of 
architectural acoustics. His article 
emphasizes that the problem of 
noise control and prevention in 
hospitals is best solved on the ar- 
chitect’s draw- 
ing board. | 

Bolt Beranek 
and Newman, 
Inc., has served 
as acoustics 
consultants on 
several note- 
worthy building 
projects. Among 
them are the 
University of — mr. CAVANAUGH 
West Virginia’s 
medical science and hospital build- 
ing, the permanent headquarters 
of the United Nations, N. Y., and 
the General Motors technical cen- 
ter, Detroit. 

Mr. Cavanaugh received his 
bachelor of architecture degree 
from the Massachusetts Institute 
of Technology, where he now lec- 
tures on acoustics and noise con- 


trol. He also lectures at the Uni-- 


versity of Illinois Small Homes 
Council. 


Workshops stress higher 
standards of practice 
for accident prevention 


by James E. Ludiam 


James E. Ludlam, legal counsel 
for the California Hospital Associ- 
ation, reports on the efforts of the 
state’s insurance council and as- 
sociation members at a series of 
institutes to prevent hospital acci- 
dents. His article discusses the type 
and frequency of hospital accidents. 

Mr. Ludlam is a specialist in 
hospital law, and has had close 
contact with the problems of lia- 
bility of both hospitals and insur- 
ance companies. 

A graduate of Stanford Univer- 
sity and Harvard Law School, he 


also serves as legal counsel to the 
Hospital Council of Southern Cali- 
fornia and Hospital Service of 
Southern California. 

Mr. Ludlam is a member of the 
law firm of Musick, Peeler & Gar- 
rett of Los Angeles. He is a mem- 
ber of the American Hospital As- 
sociation Committee on Insurance, 
and the AHA Committee on State 
and Local Tax Laws. 


MR. BAKER 


MR. LUDLAM 


Contributed services in 
hospitals—an opportunity 
and a challenge 


by J. Stewart Baker 


Continuing growth of-the hospi- 
tal system makes a revitalized 
leadership mandatory. 

Hospitals must have larger, 
well-trained volunteer groups, and 
an informed, more active trustee- 
ship. 

These ideas, expressed in. an 
article by J. Stewart Baker, sum 
up his attitudes on contributed 
services, and were formulated over 
years of experience and service in 
the hospital field. 

J. Stewart Baker serves as 
president and member of the board 
of trustees of St. Luke’s Hospital, 
New York City, and chairman of 
the board of directors of The 
Greater New York Fund. Until 
recently he was director of the 
United Hospital Fund of New 
York, and chairman of the fund’s 
committee of hospital trustees. 

Mr. Baker is also chairman of 
the executive committee and di- 
rector of the Chase Manhattan 
Bank, a director of the Great 
Northern Railway Company, and 
vice president of the Chamber of 
Commerce of New York. 
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BEFORE AUTOCLAVING 


AFTER AUTOCLAVING | 


NO GUESSWORK HERE! 


“SCOTCH” Hospital Autoclave Tape No. 222 cannot be accidentally activated! 


YOU’RE ALWAYS SURE with “Scotcn’”’ 
Brand Hospital Autoclave Tape. It tells you 
at a glance whether a pack has been through 
the autoclave. The special inks used in this 
tape cannot be accidentally activated by sun- 
light.or radiator heat... it takes high steam 
temperatures to bring out the distinctive diag- 
onal markings. 


REG. U.S. PAT. OFF. 


COTCH 


BRAND 


HOSPITAL TAPES 


e TIME-SAVING e WORK-SAVING e MONEY-SAVING 


See your supplier right away... start en- 
joying the extra convenience, extra safety of 
“ScotcH” Hospital Autoclave Tape No. 222. 
eSeals packs firmly in half the time re- 
quired for pinning, tying, tucking « Holds 
firmly in high steam temperatures « Leaves 
no stains or gummy residue e Sticks ata 
touch, takes pencil or ink markings. 


en o, 


The term ‘“‘Scotcn’’ is a registered trademark of Minnesota Mining and Manufacturing Company, St. Paul 6, Minn. Export Sales Office: 
99 Park Ave., New York 16, N. Y. In Canada: P.O. Box 757, London, Ontario. 
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PATIENTS SLEEP SOUNDLY with non- 
barbiturate Doriden—0.5 Gm. at bedtime. 
Onset of action is smooth and gradual 
(without preliminary excitation). Effect 
lasts 4 to 8 hours. 3 | 


att 


‘idl 


(glutethimide CIBA) 
: ale . SUPPLY: Tablets, 0.125 Gm. (white), 0.25 Gm. (white, 
scored), and 0.5 Gm. (white, scored). 


PATIENTS AWAKE ALERT AND RE- 
FRESHED; Doriden is rapidly metabo- 
lized, allows restful natural slumber with- - 
out hangover. 


I B A SUMMIT, N. J. 2/2376M 
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MATTRESS PADS 
in Flat style and new Fitted type 


LOOK WHAT YOU GET! 


Preshrunk in width, outwears ordinary pads 
Finest, double-woven bleached cotton felt 

No quilting, no filler to lump. Easier bedmaking 
Lightweight handling, laundering, storing 
Machine washable at any temperature. Fast drying 


BATES BLEACHED FITTED PAD—1304 


Single or double sizes ...36 to carton 


BATES BLEACHED FLAT PAD—1302 (not shown) 
sizes 17x18 or 26x34, 12 doz. to carton, 1 doz. to package 
sizes 38x72 or 38x76 or 52x76, 3 doz. to carton, half to package 


in vat-dyed Hospital Green 


Now, add a soothing touch of color to your hospital 
rooms! Soft, gentle green, especially developed by Bates 
for hospital use. So popular for years in white, this softly 
napped blanket is tightly woven and finished with firm, 
whipped edges to withstand heaviest wear and washing. 
Use as light cover, as warm sheet, or ether blanket. 


sizes 68x90, 68x99, 68x108 « 50 or 100 to a case 


FOR N 


AME OF YOUR NEAREST BATES DISTRIBUTOR, WRITE TO: BATES FABRICS, INC., INSTITUTIONS DEPT., 112 WEST 34 STREET, NEW YORK 
15 
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Goodrich develops 


glove that 


roves highly effective 


most cases 


contact dermatitis 


“Eudermic”’ special purpose glove solves problem 
for many surgeons allergic to ordinary rubber 


OR years, surgeons who were 

allergic to ordinary rubber gloves 
had constant trouble, sometimes had 
to stop operating. 

Glove manufacturers tried to do 
something about it. Synthetic material 
was tried. It helped as far as the derma- 
titis was concerned. But it couldn’t be 
as thin as rubber. It didn’t have the 
sensitfvity and comfort. 

After experiments with many types 
and grades of rubber and different man- 
ufacturing techniques, B. F. Goodrich 
found the answer. They continued to 
make the gloves out of pure rubber 
latex, but developed a process that re- 
moves those irritating ingredients that 
cause contact dermatitis or further ag- 
gravate conditions resulting from other 
allergies. 

The result is a special purpose glove 
that B. F. Goodrich calls ‘‘Eudermic’’. 
While immunity from dermatitis can’t 
be guaranteed in every case, thousands 
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of doctors are now using these gloves 
successfully. 

Of great importance is the fact that 
not one of the fine features of B. F. 
Goodrich gloves was sacrificed in de- 
veloping these gloves. The ““Eudermic”’ 
glove is just as thin, just as strong, 
and just as comfortable as other 
B. F. Goodrich surgeons’ gloves. 

Because of their uniform strength, 
B. F. Goodrich surgeons’ gloves — 
regular type as well as “‘Eudermic’’— 
withstand frequent autoclavings and 
continue to give perfect service, opera- 
tion after operation. They retain their 
elasticity and can be stored for months 
with no fear of deterioration. To save 
time in sorting, B. F. Goodrich stamps 
the size on surgeons’ gloves in big, 
easy-to-see, colored numerals. 

These modern gloves are products of 
B. F. Goodrich research. Choose from 


the complete line of B. F. Goodrich. 


gloves carried by leading hospital and 
surgical supply houses: 


“Miller” brand surgeons’ gloves— 
Long wrists. Sizes 6 to 10. Three colors: 
hospital green, white, brown. Two 
finishes: smooth or cutinized. 

“Miller” brand examination gloves 
—Short length cuff. Sizes 7 to 9. White 
only. 

‘‘Eudermic”’ special purpose gloves 
—Sizes 6% to 9%. White only. Cost is 
only pennies more per pair. 

Other B. F. Goodrich products for 
hospital service include a wide variety 
of precision-made catheters, rubber tub- 
ing of all kinds, Koroseal translucent 
tubing, sheeting, ice caps, water bottles, 
throat and spinal packs, and bulb 
syringes. For more information, write 
Sundries Sales, B. F. Goodrich Industrial 
Products Company, Akron 18, Ohio. 


Surgeons’ Gloves 
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} DISCUSS HOSPITAL RELATIONS, PROB- 
LEMS AT MIDYEAR CONFERENCE—Con- 
ferees at the American Hospital 
Association Midyear Conference 
of Presidents and Secretaries chan- 
neled their discussions into eight 
specific areas. 

The areas covered were: 

e@ Administrative operation of 
hospitals. 3 

@® Relations with regional, state, 
and local hospital associations. 

@ Relationships of hospital as- 
sociations and Blue Cross. 

@ Hospital care for federal em- 
ployees. 

- @ Program for directors of hos- 
pital volunteers. 

@ The hospital as a center for 
health services. 

-@ Relationships of hospitals to 
all types of prepaid hospitalization 
insurance plans. 

@® Nursing problems. (Details p. 
81.) 


* MORE DATA NEEDED ON FOREIGN MED- 
ICAL STUDENTS: TURNER—Are foreign 
medical school graduates “in a 
position to benefit from further 
graduate education in this country 
as interns or residents?’ This was 
one of the problems examined in 
a midyear conference address by 
Dr. Edward L. Turner, secretary of 
the American Medical Association’s 
Council on Medical Education and 
Hospitals. (Details p. 84.) 


> MORE DENTAL CARE IN HOSPITALS: 
FRIEDRICH—In another midyear con- 
ference address, Dr. Rudolph H. 
Friedrich said that hospitals “pro- 
vide an excellent environment for 
the management of the more com- 
plicated acute medical and surgical 
problems which are accepted as 
within the purview of the dentist.” 
Dr. Friedrich is secretary of the 
American Dental  Association’s 
Council on Dental Health. (Details 
p. 84.) | 


> ARMY INTERPRETS DEPENDENTS’ CARE 
ACT DIRECTIVE—The Office of De- 
pendent Care of the Department of 
the Army, which administers the 


dependents’ care program for all 


the uniformed services, has given 
answers to questions which have 
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arisen since the program went into 
effect Dec. 7. (Details p. 89.) 


> GRAY HEADS OFFICE OF DEFENSE MO- 
BILIZATION—-Gordon Gray has been 
appointed director of the Office of 
Defense Mobili- 
zation, the 
White House 
has announced. 
Mr. Gray is 
presently assist- 
ant secretary of 
defense for in- 
ternational se- 
curity affairs. 

Mr. Gray suc- 
ceeds Arthur S. 
Flemming, who 
has resigned to return to his post 
as president of Ohio Wesleyan Uni- 
versity. 

The office of director, while not 
a Cabinet position, has Cabinet 
rank. The officeholder sits in Cab- 
inet meetings and is, by law, a 
member of the National Security 
Council. 


MR. GRAY 


> MINE WORKERS FUND, ILLINOIS DOC- 
TORS DISPUTE PAYMENTS—The medi- 
cal service of the United Mine 
Workers of America Welfare and 


an 


Retirement Fund will continue its 
policy of limiting benefit payments 
to physicians and hospitals that are 
on its approved list. 

This was indicated by Dr. War- 
ren F. Draper, executive medical 
officer of the fund, in a statement 
late last month. His action re- 
sulted from notification of mine 
union officials by the Illinois Med- 
ical Society that member physi- 
cians would bill patients who are 
fund beneficiaries, instead of going 
to the fund for fee payments. 

“The basis for this action,” 
stated Dr. Draper, “is the fact that 


the UMWA Welfare and Retire- 


ment Fund will not pay other phy- 
sicians for performing surgery up- 
on its beneficiaries if surgeons 
whose qualifications have been rec- , 
ognized by established agencies set 
up to pass judgment on the qual- 
ifications of physicians for per- 
forming surgery are available. 


> FROM WASHINGTON—Rep. Emanuel 
Celler (D-N.Y.) has brought up 
for congressional consideration a 
bill to provide 60 days of free hos- 
pitalization for Old Age and Sur- 
vivors Insurance beneficiaries who 


the Drake Hotel in Chicago. 


Association House of Delegates Called 
To Discuss Trustees’ Report March 16 


A special meeting of the House of Delegates of the American 
Hospital Association has been called for 9:30 a.m., March 16, at 


At this meeting, the Board of Trustees will bring to the House 
the report of its deliberations with reference to the recommenda- 
tion of the House, passed on Sept. 17, 1956, that the Board consider 
“the organization of a formal campaign to raise a substantial sum 
through voluntary contributions to be received from member 
hospitals and/or others .. .” 

At the direction of the Board, the secretary, Dr. Edwin L. Crosby, 
issued the official call to the House on Feb. 8, in accordance with 
Article X, Section 5 of the Bylaws requiring 30 days notice of 
meetings of the House. | 

Three special committees of the Board have studied this recom- 
mendation. The Board has considered it at two regular meetings. 
The Board believes that this report should now be brought be- 
fore the delegates for their discussion. 

The March 16 meeting will permit the delegates to consider 
the matter and then return to their states for further discussions 
with member hospitals before acting on the report. Such action 
would be taken at a subsequent meeting of the House, tentatively 
planned for May 18. 


- 


are 65 years of age or older. 

@® Sen. James E. Murray (D- 
Mont.) and Rep. John Dingell (D- 
Mich.) have introduced bills, in 
the Senate and House respectively, 
which would create a national 
health insurance program. 

® Under the provisions of a bill 
introduced by Rep. Thomas J. 
Lane (D-Mass.), minimum grants 
of $200,000 would be made to each 
state, on a matching basis, to aid 
nursing school enrollment. 

Employees insurance: Although 
termed “feasible” by the General 


Accounting Office (details p. 87), 
no administration proposal for fed- 
eral employees health insurance 


had been sent to Congress in bill 


form, as of the end of January. 
(Details p. 86.) 

Loan rule change: The size of pro- 
prietary hospitals eligible for loans 
from the Small Business Admin- 
istration has been raised from 50 
to 100 beds. Congress has author- 
ized SBA to make an additional 


$80 million in loans. The loanable 


limit until July 31 is $230 million. 


Hill-Burton amendment: Sen. Kar! 


THE “PENCIL TEST’ PROVES IT! 
 WECK 
CISSORS ARE THE STRONGEST! 


PROVE IT TO YOURSELF! JUST MAKE THIS EASY TEST WITH BOTH OR- 
DINARY SCISSORS AND WECK SCISSORS. PLACE A WOODEN PENCIL 
BETWEEN THE BLADES AND APPLY ALL THE PRESSURE YOU CAN — 


COMPARE THE RESULTS! 


ORDINARY SCISSORS DO THIS 


When put to the “pencil test”, the 
shanks and blades of both scissors 
bend under pressure. Ordinary scis- 
sors remain bent. Only Weck scissors 
regain the perfect alignment of 
their cutting edges. Weck scissors 
pass this rigid test every time be- 
cause they are scientifically designed 
and manufactured for exceptional 
strength and unequalled durability. 
Weck scissors contain the perfect 


67 years of knowing how 


Manufacturers of Surgical Instruments ¢ Hospital Supplies ¢ Instrument Repairing 


@, BUT WECK SCISSORS 
REMAIN UNDAMAGED! 


combination of alloys, receive 
scientific heat treatment and are 
subjected to electrically controlled 
hardening and tempering. This proc- 
essing gives Weck Stainless Steel its 
great strength, and is one of the 
“hidden features” that make Weck 
scissors the finest you can own. 
Remember — in surgical instruments 
*‘American-made”’ always means 
“better-made”’. 


EDWARD WECK «co. inc. 


135 JOHNSON ST., BROOKLYN 1, N.Y. 


E. Mundt (R-S. Dak.) has pro- 
posed an amendment to the Hill- 
Burton program which would 
permit grants for construction of 
nonprofit diagnostic-treatment 
centers even though such centers 
are not connected with a nonprofit - 
hospital. To qualify, the center 
would have to be the recipient of 
state, municipal, or county funds, 
however. 

Civil defense course: The second of 
a series of courses on the operation 
of health services in civil defense 
is to be held March 4-8 at the Fed- 
eral Civil Defense Administration 
Staff College, Battle Creek, Mich. 


Hospital personnel wishing to at- 


tend the tuition-free course should 
request application forms from 
their nearest FCDA office or from 
the Staff College. 


> NURSE GROUP NAMES WHITAKER NEXT 
EXECUTIVE SECRETARY—Judith G. 
Whitaker, R.N., has been appointed 
executive secre- 
tary of the 
American Nurs- 
es’ Association, 
effective June 
1958. 

Mrs. Whitak- 
er, now ANA 
deputy execu- 
tive secretary, 
will succeed Ella 
Best, R.N., re- 
tiring in June 
1958 after 27 years with the ANA, 
the last 10 as executive secretary. 


MRS. WHITAKER 


>» GAS EXPLOSION IN RENO INJURES 61 
—A gas explosion in Reno, Nev., 
on Feb. 6 killed two people and in- 
jured 61. 

Washoe County Medical Center, 
Reno, where 20 people were given 
emergency treatment and 14 others 
were admitted for further treat- 
ment, put its disaster plan into 
effect immediately upon learning 
of the accident from the sheriff's 
office. 

Therapy, recovery, and other 
rooms used only occasionally were 
set up to receive disaster survivors. 


Volunteer nurses and the hospi- 


tal’s regular medical staff were 
alerted to the emergency. 

At St. Mary’s Hospital in Reno, 
two survivors were admitted and 
five were given emergency treat- 
ment. Approximately 20 other vic- 
tims were treated in doctors’ of- | 
fices. 
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Color Created...With Kids in Mind 


‘he 


Children like primitive colors. They’re affected by 
color, too. They’ll feel better, be easier to manage, 
more cooperative in rooms they think are nice. ‘This 
pediatric room was designed for children only—in the 
colors they would choose as the most favorite. 


Beautiful, durable Theme unit furniture plays an 
important part in bringing color to the pediatric room. 
With Theme, the furniture color creates the scheme. 
You don’t have to depend on accessories alone. 
Coral fronts on light gray, all-steel cases with coral 
spreads on beds and a new-fashioned rocker uphol- 
stered in coral, all combine to make the gayest 


SIMMONS COMPANY 


pediatric room by Simmons 


| | 
rooms to delight the hearts of your young patients. 


Easy-to-care-for Simmons cribs are chrome-plated 
steel to resist strong, young teeth and the banging of 
hard toys. Positive catches keep youngsters in bed 
where they belong. Simmons cribs are available in 
five sizes for children of all ages. 


* * * 


Theme unit furniture, designed by Raymond Spil- 
man, A.S.I1. D., permits an almost endless variety of 
combinations to meet every room plan. Your Simmons 
Agent or nearby Simmons office is always ready with 
advice based on nationwide hospital experience. 


DISPLAY ROOMS: 


Chicago * New York « San Francisco 
Atlanta + Dallas * Columbus * Los Angeles 


| | | az 
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EMPLOYEE applies yellow 
guide tape to corridor floor 
of Middlesex Memorial Hos- 
pital as directional aid to 
patients and visitors. The 
inch-wide tape can be ap- 
plied in a single motion. 


Floor tape guide 


When patients, visitors, or bus- 


inessmen ask the way to the labor- 
atory, pharmacy, or cardiology 
department at Middlesex Memo- 
rial Hospital, Middletown, Conn. 
they are politely told, ““Follow the 
vellow tape—you can’t miss it.” 

The tape blazes a straight trail 
to the laboratory and two or three 
areas frequently requested. It is a 
boon to hospital employees when 
asked for directions; a blessing to 
visitors; and it offers no mainten- 
ance problems. 

The one-inch wide tape is ap- 
plied along the corridor floors and 
close to the walls in a single oper- 


ation. Whenever there is an inter- 


section in the corridors, the tape 
continues in the right: direction 
and the word laboratory or phar- 
macy is spelled out. 
Middlesex Memorial Hospital 
grew topsy-turvy fashion from a 


single building in 1904 to its pres- 
ent capacity of 209 beds and bas- 
sinets, and 13. buildings. A floor 
was added or a new wing con- 
structed whenever funds were 
available. As a result, the existing 
maze of corridors is bewildering 
to visitors, even though an infor- 
mation hostess offers guidance to 
visitors and outpatients. 

Although yellow is 
color tape used at present, ad- 
ditional colors may be added to 
mark routes to other departments. 


Parking fees to charity 
The new parking facility at 
Bishop Clarkson Hospital, Omaha, 
Neb., has served a dual function: 
It offers convenient, economic 
parking to medical staff, patients 
and visitors, and the added funds 
from parking fees have helped 
augment the hospital’s free care 
program. 
Constructed primarily for use 


FEES FROM Bishop Clarkson Hospital parking lot contribute to funds for free patient care. 
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the only 


feeling of 


by the medical staff, the lot also 
provides off-street parking for pa- 
tients and visitors. | 

The medical staff is issued keys 
to the electrically operated gate, 


and a coin mechanism is used to 


admit the general public. 

Originally the coin mechanism 
required a 35-cent fee. However, 
because of complaints that came in 
about the odd change required to 
operate the gate, the fee. was 
changed to 25 cents. 

Income immediately increased. 

Gross income for the first 11 
months of operation have totaled 


nearly $4,300. Gate key expense, 


minor repairs and depreciation are 
charged against ground mainte- 
nance each month. The entire in- 
come from the lot goes to a charity 
reserve account and is promptly 
expended. 


Improving patient morale 


One more hospital has instituted 
an early morning coffee and news- 
paper service. At Bixby Hospital, 
Adrian, Mich., the service is win- 
ning enthusiastic approval of pa- 
tients and is solving an age-old 
problem of hospitals: how to keep 
the patient occupied and happy 
while waiting for breakfast. 

The long, boring wait between 
the time the patient is awakened 
and breakfast is served led Bixby 
hospital officials to. work out a 
program of activity that would be 
satisfactory to patients and staff. 

Two local merchants were al- 
ready delivering morning newspa- 
pers to patients as part of their 
advertising program. They were 
requested to make deliveries ear- 
lier. 

Next step was consultation with 
the director of nurses and the die- 
titian about distribution of coffee. 
They gave their approval and sup- 
port. To avoid any extra dishwash- 
ing chores, paper cups and wooden 
spoons were used. 

Finally, a third service was 
added—delivering mail along with 
coffee and the paper. 

Even though patients must be 
awakened at an early hour, they 
now have the prospect of pleasant 
activities to look forward to. Hos- 
pital officials at Bixby report that 
the service gives the patients a 
individuality and a 
sense of well-being. 
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SANITATION 
IS JUST ONE 
GOOD REASON 


VERSATILITY. .. Sturdy, storable and dis- 
posable, these plastic-coated Sealkraft 
bottles are outstanding in their value 
as specimen-bottles and other types of 
laboratory work. 


HISTORY . . . these plastic-coated 
laboratory containers are imprinted on 
the side to facilitate immediate note- 
making . . . these will insure future 
accuracy of laboratory work. 


Just ask your Nurses... 
they prefer one-service containers 


URSING carries enough heavy responsibilities without imposing extra 
i duress. Using disposable paper containers sharply reduces the danger of 
contagion or cross infections on busy floors . . . lifts one more worry from the 

nurses load. 


: ACCURACY .. . plastic-coated paper 
, ~ And especially during the night, disposable containers eliminates much onerous, measure cups are imprinted on the 
time consuming housework nol mally done by non-professional people. Yes! your cortially twenshananl a 

nurses prefer one-service containers and you'll appreciate the fact that you can easy, quick to use. 


get them from one source . . . Sealright. 


cSEALRIGHT | Please send for samples H257 
for 


SEALRIGHT CO., INC., Fulton, New York 


Yous 
Protection 


Just Write 


Title 
ealrig ht Hospital 
Address 
See Falls Corp.—Sealright Co., Inc., Fulton, N. Y.—Kansas City, Kansas 


Ltd., Peterborough, Ontario, Canada. 
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Contaminated linens 


What is the proper procedure for 
handling contaminated linens? 


If the operating room super-_ 


visor knows or expects an oper- 
ation to involve contagious mate- 
rial, she should prepare to handle 
these linens in the manner out- 


lined on page 102 of the Laundry ~ 


Manual of Operation, published by 
the American Hospital Association. 
(If a copy is not available in your 
hospital, it can be obtained from 
the AHA for $1.50.) 

If these advance preparations 
are not possible, all linens should 
be placed in the laundry bag in the 


VASELINE® 


STERILE PETROLATUM GAUZ 


4x 72”...in disposable plastic tubes 


% Selvage-Edged 


% Highly Absorbent 

Lightly Impregnated 
% Guaranteed Sterile 
Keeps Indefinitely 


Order from your surgical 
or hospital supply dealer 


Sample on request 


CHESEBROUGH-POND’S INC. 
Professional Products Division 
New York 17, N. Y. 


VASELINE is the registered trademark 
of Chesebrough-Pond’s Inc. 
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operating room, exercising ex- 
treme care not to contaminate the 
sides of the bag or any area that 
will be subject to contact once the 
bag is closed. The bag should be 
closed tightly and clearly identified 
as contaminated either by the use 
of markings or tags. The laundry 
manager should be notified that 
such laundry is being sent. 

Once in the laundry, the linens 
should be washed as soon as pos- 
sible. The individual who loads the 
washer should be instructed in 
aseptic procedures and should wear 
a mask and gown. The closed top 
of the bag should be inserted into 
the wash wheel as far as possible. 
By reaching around and loosening 
the tie, the bag can be opened 
without exposure; by pushing 
carefully on the bottom of the bag 
it is possible to empty the bag with 
a minimum of shaking. The empty 
bag should be left in the washer. 
The washman should then remove. 
his gown and mask and place them 
in the washer, being careful not to 
contaminate the sides and doors of 
the washer. He should immedi- 
ately wash his hands in the usual 
aseptic manner, close the wash 
wheel and start the washing pro-_ 
cedure. A good washing formula 
such as those described in the 
manual will satisfactorily disinfect 
normally contaminated linens. 

It is extremely important that 
the washman be notified of the ar- 
rival of contaminated linens and 
that he receives instructions in 
contamination techniques. 

—JACK D. DILLMAN 


Staff chiropodists 


What is the status of chiropodists 
in general hospitals? 

Chiropodists are on the staffs of 
many hospitals in the country 
where they perform needed ser- 
vices to patients. The Army, Navy 
and Air Force offer commissions to 


- chiropodists. 


Chiropodists work under the 
general supervision of the depart- 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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... Ln Ophthalmic Medication 
A PRECEDENT -SETTING INNOVATION 
DROP-TAINER STERI-UNIT™ 


Single Dose Disposable 
Unit with Sterile 
Outer Surfaces 


4 


an 
= 


STERILE READY FOR USE 


rorent | Lhe Ultimate In Safety and Convenience 


*Trade 
Mark Pending 
1 Drop-Tainer® Steri-Units* may be stored 
Sterile Aqueous Solutions under ordinary conditions and handled 
pH and tonicity adjusted freely prior to opening the outer vial without 
danger of contaminating the sterile surface of 
the enclosed Drop-Tainer®. 
Atropine Sulfate 1% 2 The 
‘ ; = removed together by pulling with a slight 
Atropine Sulfate 0.5% ’ twist. Care should be exercised so that the 
a fingers do not brush across the open mouth 
Eserine Salicylate 0.5% of the vial. The Drop-Tainer® may then be 
F allowed to fall upon the sterile instrument 
Fluorescein Sod. 2% tray by inverting the vial. 


Homatropine HBr 5% | 
3 The entire outer surface of the Drop- 


Tainer®, as well as its content, is sterile 


Pilocarpine HCI 2% and thus may be safely handled by the 


: surgeon. The cap of the Drop-Tainer® is 
Sulfacetamide Sod. 15% the specially 
esigne ropper tip needs no puncturing 

Tetracaine HCI 0.5% ‘before use. 


ip 4 Gentle op on the sides of the Drop- 
P } Tainer® will empty its contents in uniform 

Sterile Saline (15¢c) drops; or, rapid squeezing will produce a 

stream which is sometimes desirable. 


In Boxes of Ten 
Economically Priced 


Now Available From Your Service Wholesale Druggist 


For Further Information, Write: : © 1957 


laboratories, inc. « p. o. box 1959 e fort worth, texas 


OT 
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ment of surgery. A_ physician 
member of the staff must have 
the over-all responsibility for the 
medical care of the patient whom 
the chiropodist treats. 

Most of their work is performed 
in the outpatient department 
where a foot or podiatry clinic or 
section may be established. 

Less than 10 per cent of the 
practice of podiatry involves sur- 
gery. Almost all of the surgery is 
digital. Surgical procedures per- 
formed by a chiropodist must be 
carried out under the immediate 
supervision of a physician staff 
member. 
their own patients for inpatient 
care do so in the name of a phy- 
siclan staff member who records 
the history, performs the physical 


examination, orders and interprets 


routine laboratory work, pre- 
scribes drugs and checks the pa- 
tient before anesthesia. 

Staff privileges in chiropody 
should be granted to applicants on 
the basis of their qualifications and 
ability. Procedures for granting 
privileges and rules and regula- 
tions governing the work of chi- 


Chiropodists admitting | 


ropodists in the hospital should be 
in written form. 

The acceptance of competent 
chiropodists on the staffs of hos- 
pitals does not, of course, violate 
any of the requirements for ac- 
cepting hospitals for listing of the 
American Hospital Association, or 
the recommendations of the Joint 
Commission on Accreditation of 
Hospitals.—LeERoy E. BATEs, M. D. 


Specialty hospitals 


Should a specialty mental hospital 
be an autonomous and independent 
specialty facility or should such a 
hospital be part of a medical center 
or a unit of a general hospital? 


I do not think that a categorical 
answer can be given to this ques- 
tion. It is certainly desirable that 
there be close liaison between a 
specialty hospital of any sort and 
other medical facilities in its com- 
munity, but this liaison can be 
provided in a number of different 
ways. Which of these would be 
best for an individual specialty 


hospital would depend on many — 


factors including size, need for spe- 


cial facilities not available under 
its own roof, and its teaching pro- 
gram.—SARAH H. HARDWICKE, M.D. 

Embezzlement control 


Can you give us any information on 


combatting embezzlement loss? 


Our library recently received a 
booklet on this subject: Embezzle- 
ment Controls for Business Enter- 
prises by Lester A. Pratt, C.P.A., 
a nationally known authority on . 
fraud prevention. 

Practical methods of combat- 
ting embezzlements of money, 
merchandise and other materials 
are described in this 32-page book- 
let. 

A check list for determining the 
adequacy of embezzlement con- 
trols is also included. Although 
written primarily for commercial 
business firms, the information is 
equally applicable to hospitals. — 

This booklet is available to em- 
ployers, without charge, from Fi- 
delity and Deposit Company, 2069 
Fidelity Building, Baltimore 3, and 
should be requested on business 
letterhead.—ELTON TEKOLSTE 


‘YOU TRY 


OUR ‘‘FRIEND-MAKER’’ BLADES 


blades are made and 
packed for us by one of America’s largest 
producers. They are identical in quality to 
his nationally advertised brand. ‘‘Keen- 
Edge’’ blades undergo the same rigid in- 
rust-proof 
packaging. Only the name and the price 


‘“Keen-Edge 


spection, quality control and 


are different. 


*‘Keen-Edge” blades are friend-makers. 
Friendly to you because of their great value 
—friendly to your budget because of their 


low price. 


REGULAR OR RACK-PACK 


AT THE SAME PRICE 


AT OUR RISK 


BLADES 


A TRIAL COSTS YOU NOTHING! 


You can buy “Keen-Edge” for as low as $8.50 per gross. Think of 
it! Blades guaranteed to be as sharp as any you've ever used or 
your money back. Let our ‘Free Trial’ offer convince you. Order 
a gross of blades—either in ‘“‘conventional’’ or in “rack’’ package. 
Try a dozen or two in your surgery. If you get even one complaint, 


quantity prices. 


just ship the remaining blades back to us for a full refund. It will 
cost you nothing to try ‘“Keen-Edge.” Priced per gross, as follows: 
1 gross $11.00; 4 to 8 gross, $10.00; 9 to 24 gross, $9.80; 25 to 49 
gross, $8.75; 50 gross, $8.50. Blade types may be mixed to obtain 


SPECIFY “REGULAR” OR “RACK-PACKAGE” WHEN ORDERING 


609 COLLEGE ST. 
24 


SURGICAL INSTRUMENT SPECIALISTS 


CINCINNATI 2, O. 
HOSPITALS, J.A.H.A. 


j 


Cuts Costs. 


PROVED BY HOSPITAL STUDIES'?? 


@ No hidden costs—no sterilization, no needle-sharpening, TuBex brings the full advantages 
no syringe breakage, no dose preparation, no unused of the closed-system technique to 
SAREE hospital, office, or home. For 
medication 
eae : demonstration and literature, see 
@ Presterilized—asepsis assured your Wyeth representative. 
@ Ready to use, easy to use : 1. Bogash, R.C., and Pisanelli, R.: Hosp. — 
Management 80:82 (Nov.-Dec.) 1955. 
@ Precision medication—accurate dose 2. Hosp. 
iniection wi : i1le—minimizes : ment 81:82 (March) 1956. 3. Hunter, 
Every th J.A., et al.: Hosp. Management 81:80 
eliminates wasteful routine (April) 1956. 


@ Reduced risk of infectious hepatitis | | Wie W; 
® 


@ Reduced risk to personnel of contact sensitization 
@ Simplified supply handling and accounting control Philadelphia 1, Pa. 
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CLOSED-SYSTEM INJECTION 
; * 
.. Raises Efficiency 
i 
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= ULTIMATE 
EKG SERVICE... 


BECK-LEE 


 DIRECT-WRITING 
ELECTROCARDIOGRAPH 


ONLY offers all 


these outstanding features: 
Clinical Accuracy .. . 10 Sec- 
ond Paper Loading .. . Life- 
time-guaranteed. Standardiza- 
tion Cell . . . Automatic Con- 
trols .. . Complete Portability 
... Paper Compartment Light 
.. Solid Mahogany Cabinet... 


Realistically Priced at only $595 


See for yourself why Cardi-all 
is a preferred diagnostic aid 
among thousands of hospitals 
and doctors. 

Ask for a demonstration . . . 


Mail the Coupon Today! 


BECK-LEE CORP. 
630 W. Jackson Bivd., Chicago 6, U.S.A. 


Please arrange a Cardi-all demon- 


H stration without obligation, on 
Date Time__ 
Name 
Address 
eCity 
H-25 
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accreditation 


KENNETH B. BABCOCK, M.D. 


There is some misunderstanding 
among our medical staff as to the 
Joint Commission’s standards for gen- 
eral practice departments. Please re- 
state the organization and functions 
of this department. ; 


The December 1956 Bulletin of 
the Joint Commission on Accredi- 
tation of Hospitals lists the follow- 
ing standards for general practice 
departments in hospitals: 

The Joint Commission endorses 
and recommends that departments 
of general practice be established 
in hospitals where the size of the 
hospital and the educational facil- 
ities make such an organization 
possible and feasible. Any action 
to create a department of general 
practice should be initiated by the 
generalists on the staff of a given 
hospital. A general practice de- 
partment should have fair and 
equitable representation in all staff 
activities of the hospital. 

The responsibilities of this de- 
partment sh&il be limited to ad- 
ministration and education. The 
medical staff should give to the 
general practice department such 
administrative responsibilities in 
the conduct of medical affairs as 
are desirable to meet the needs. 

The general practice department 
shall not be a clinical service and 
no patients shall be admitted to 
the department. If and when de- 
sirable, however, the department 


may be made responsible for con-_ 
ducting the outpatient clinic, in 


whole or in part. 

Since the department of general 
practice will not have a separate 
service, the members of the gen- 


eral practice department shall have 


privileges in the clinical services 
of the other departments in accord 
with their experience and training, 
on recommendation of the creden- 
tials committee. A _ generalist 
should be granted hospital priv- 


N. Rush St., 


standards for 
general practice 
department 


@ eye patient’s 
history and 
physical 


ileges according to his training, 
ability and demonstrated compe- 
tence. In any service in which any 
general practitioner shall have 
privileges, he shall be subject to 
the rules of that service and sub- 
ject to the jurisdiction of the chief 
of the clinical service involved. 
The December 1956 JCAH Bul- 
letin is devoted entirely to stand- 
ards for the medical staff. Other 
subjects treated, in addition to the 
standards for general practice de- 
partments, are the selection of 
physicians for staff appointments 
and hospital privileges; organiza- 
tion and functions of the medical 
records, tissue and credentials. 
committees; and medical staff 
meetings. Copies of the Bulletin are 
available at 15 cents per copy from 
the office of the Joint Commission, 
Chicago 11. 


Is it necessary for an eye surgeon 
to have a complete history and physi- 
cal workup on his patient? When the 
surgeon is reluctant to do this, should 
he be persuaded to have another phy- 
sician, or a doctor of the patient’s 
choice, do this for him? 


The Commissioners of the Joint 
Commission on Accreditation of 
Hospitals feel that every inpatient 
deserves an adequate history and 
physical, regardless of the service 


- under which he is admitted. 


An ophthalmological case, 
boarded for operation and then 
postoperatively found to have dia- 
betes, or a kidney or heart condi- 
tion, is evidence of the lack of 
good quality care on the part of 
the hospital or the doctor on the 
case. Physicians and _ hospitals 
should be interested in total pa- 
tient care, and not just in the min- 


* imum amount of work required to 


get by. Good patient care requires 
an assessment of all of the systems 
of the body, not just that area in 
which there is evident pathology. 


This material has been prepared by the Joint Commission on Accreditation of Hospitals, 
Dr. Kenneth B. Babcock, director. Questions should be sent to the Commission, 660 N. Rush St., 


Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 


for referral to Dr. Babcock and his staff. 


HOSPITALS, J.A.H.A. 


Moblems 

7 


FOR EFFICIENCY 
aud LOW COST 
OPERATION ... 
opecity 
AMERICAN MODEL M-E- 


RECTANGULAR 
STERILIZERS 


N oO general specifications, however 
carefully drawn, can cover the 
practical efficiencies and long-range 
economies assured your hospital when 
you specify ““M. E. Rectangular | 


Sterilizers by American.”’ 


American Model M. E. Sterilizers meet 


the modern need for large capacity 
4 steam sterilization of everything from 
a surgical and obstetrical packs to 
_treatment trays or flasked solutions. They — 
have many specific features which make 
them easier, faster and more comfortable 


to use and less costly to maintain. 


But the truly exclusive feature of the 
American M. E. is the integrity of design and 
manufacture which is summed up in the phrase 
“‘made by American Sterilizer.’’ Only from that 
priceless ingredient can you derive the ultimate in 


convenience, efficiency and lasting economy. 


“White for 


BULLETIN C-105 


STERILIZE 


ERIE* PENNSYLVANIA 
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WHY SYNKAYVITE? 


Synkayvite is a water-soluble 
vitamin-K compound of high 


anti-hemorrhagic activity, 
assuring desired clinical 


results in obstetrics and 
surgery. 


Synkayvite is convenient and 
time-saving. 5-mg (1 cc), 10-mg 
(1 cc) and 75-mg (2 cc) doses 
are all available in COLOR-BREAK 
ampuls which nurses open with 

a flick of the finger. Even the 
high-potency 75-mg dose is 
provided in low volume (2 cc). 


Synkayvite is kind to the 
patient. There is normally 

no stinging or aching, no matter 
whether it is injected 
subcutaneously, intramuscularly 
or intravenously. 


From the standpoint of physician, 
pharmacist, nurse and patient, 


let Synkayvite be your 
hospital's vitamin K. 


Hoffmann - La Roche Inc 
Nutley - WN. J. 


Synkayvite” - brand of menadiol sodium diphosphate, 


Order direct from 'Roche' at hospital prices 
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—help wanted 


All of us in the free world are 
the debtors of the Hungarian pa- 


triots who rose against Communist - 


oppression and then fled from un- 
der the tyrant’s heel. 

Among those who have left their 
homeland for ever are many in the 
health professions. We who work 
in hospitals and health agencies in 
America can make a part pay- 
ment on this indebtedness to the 
Hungarian freedom fighters by 
helping in their resettlement in 
appropriate positions in our na- 
tion. 

The Health Resources Advisory 
Committee of the Office of Defense 
Mobilization has adopted the fol- 
lowing resolution: 

“The health professions, like all 
other Americans, have been deeply 
shocked by recent events in Hun- 
gary. The professional integration 
of these new Americans who are 
physicians, dentists, medical and 
dental students and other health 
personnel into American health 
agencies, both private and public, 
medical and dental schools and 
other health educational programs 


will pose many difficult problems. | 


“The Health Resources Advisory 
Committee, however, earnestly 
urges every American health or- 
’ ganization and educational institu- 
tion to make every effort to lend 
its aid and resources toward the 
re-establishment of our new pro- 
fessional colleagues in situat ons 
commensurate with their profes- 
sional status. | 

“With our national shortage of 
health personnel of all types, these 
new Americans can make a dis- 
tinct contribution to our health re- 
sources. To the dignity of political 
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and personal freedom, let us help 
give them the dignity of profes- 
sional status.” 

This endeavor cannot fully suc- 
ceed without the wholehearted 
support of hospitals. In many cases, 
integration of the Hungarians into 
available hospital positions may 
be difficult because of language, 
legal or other barriers. These ob- 
stacles are as the candle before 
the sun when compared to the dif- 
ficulties which the Hungarian pa- 
triots already have faced without 
flinching. | 

We bespeak the cooperation of 
all of our membership in this effort 


to discharge at least some of our . 
indebtedness to our Hungarian col- 


leagues. 

Hospitals who have service or 
training opportunities for these 
men and women are urged to con- 
tact the following organizations: 
American-Hungarian Federation, 
527 Mills Building, Washington, 
D.C.; Catholic Relief Services, Na- 
tional Catholic Welfare Confer- 
ence, 149 Madison Ave., New York, 
N.Y.; Church World Service, 215 
Fourth Ave., New York, N.Y.; 
Hungarian League of America, 
Inc., 30 East 30th St., New York 16, 
N.Y.; International Rescue Com- 
mittee, Inc., 65 West 45th St., New 
York, N.Y.; Lutheran Refugee 
Service, 235 Fourth Ave., New 
York, N.Y.; Tolstoy Foundation, 
Inc., 300 West 58th St., New York, 
N.Y., and the United HIAS Service, 
425 Lafayette St., New York, N.Y. 


—tax discrimination 


The House Ways and Means 
Committee has before it a recom- 
mendation which would § strike 
down a tax discrimination against 
the nation’s nonprofit, private 


schools. Under present law, public 
schools are exempted from manu- 
facturers’, retailers’, communica- 
tion and _ transportation excise 
taxes. Nonprofit, private schools 
are not so exempt. This is obvi- 
ously discriminatory and the rec- 
ommendation before the House 
committee would correct it. 

This Association has advised 
Chairman Cooper, of the House 
Committee on Ways and Means 
that it believes the parallel be- 
tween public institutions on the 
one hand and nonprofit institutions 
on the other is closer in the case of 
hospitals than it is in the case of 
schools. .The Association has 
strongly urged that nonprofit hos- 
pitals be exempted from retailers’, 
manufacturers’, communication 
and transportation excise taxes. 

We believe that the existing ex- 
cise tax discrimination against 
nonprofit institutions is difficult to 
justify as to schools, and even 
more so in the case of nonprofit 
hospitals. Federal Income Tax 
Law allows an extra 10 per cent 
deduction for charitable contribu- 
tions to nonprofit hospitals and 
schools. The recommendation of 
the Congressional Committee on. 
excise taxes would treat nonprofit 
private hospitals differently from 
nonprofit private schools. Such 
action cannot be logically sup- 
ported. It fails to recognize the 
public service value of our na- 
tion’s nonprofit community .hospi- 
tals. We, therefore, urge that when 
the full House Committee on Ways 
and Means takes up this issue, it 
will recognize that to the degree 
that excises are imposed on non- 
profit hospitals, they impair the 
ability of such hospitals to per- 
form their public services. 
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eer OF NOISE in hospitals 
is perhaps more essential than 
in many other building types. 
Traffic signs warn drivers ap- 
proaching a hospital zone to be 
quiet, but within the hospital noise 
levels may exist that would make 
an occasional automobile horn 
blast barely audible. Noise control 
need not be an afterthought appli- 
cation of acoustic tile, «“sound- 
proof” walls, or the -.ultimate 
removal of a noisy piece of equip- 
ment. Technical requirements for 
a quiet environment can be speci- 
fied in advance, along with the re- 
quirements for structure, lighting 
or air conditioning. Noise problems 
are almost always more easily and 
less expensively solved in the 
planning stages: Noise control is 
aR sideration from the architect’s 
Pee. tion of the living and working 
hospital. 
ae Noise is defined as unwanted 


sound. The lack of privacy that 
makes psychiatric interviewing all 
but impossible is just as much of 
a noise problem as the rumble 
from a ventilating system over the 
patient’s room. There is the other 
extreme: A place can be too quiet, 
and one can feel so uneasy in such 
an unnatural environment that. 
even small everyday sounds be- 
come disturbing. 


DEFINE PROBLEM FIRST 


The first step in analyzing al- 
most every noise problem is to 
define clearly the nature and ex- 
tent of the problem: How many 
and what kinds of noise sources 
are involved? How loud are they? 
What connotations or information 
do they give? Next, what noise 
levels are considered acceptable? 
The difference between the level 
of offending noise and the desired 
quiet level is the amount of noise 
to be controlled. 

William J. Cavanaugh is associated with 


Bolt Beranek and Newman, Inc., con- 
sultants in acoustics, Cambridge, Mass. 
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Noise is defined as unwanted sound. . 
In a hospital, this unwanted sound can | 


be a real hindrance to providing maxi- 
mum comfort for patients and may 
well interfere with their proper re- 
covery. Noise problems are most eas- 
ily solved on the architect’s planning 
table. First step in analyzing an exist- 
ing noise problem is to define the na- 
ture and extent of the noises them- 
selves. To avoid costly mistakes, con- 
trol measures should be initiated only 
after a thorough analysis of the prob- 
lem and the acoustic principles in- 
volved. 


The actual measurement of noise 
levels and the rigorous analysis 
of the problem is best left to the 
acoustician. However, 
features of the analysis might well 
be listed here. | 

‘First, the quality of sound varies 
over a wide range. Some sounds, 
such as thunder or an accelerating 
truck, are predominantly low in 
pitch. Others are predominantly 
high in pitch: the shrill blast of 
a siren, or a woman’s voice. The 
careful analysis of a noise prob- 
lem, therefore, must consider the 
noise levels over a wide range 
of frequencies. Noise-reducing ele- 
- ments, such as the isolating walls 
and sound absorbing materials, 
must be effective in the predomi- 
nant frequency range of the noise 
to be controlled. In general, low- 
frequency noise is more tolerable 
than high-frequency noise. 

The character of the noise with 
respect to time plays an important 
part in the analysis. Continuous 
sounds generally are better. tol- 
erated than irregular or intermit- 
tent ones. Components of a venti- 
lating system that switch on and 
off with some frequency are apt to 
be far more disturbing than the 
same level of continuous noise 
from a ventilating grille. A trans- 
former may produce the same 
noise level day and. night, yet the 
nighttime operation may be an- 
noying because the hum is no 
longer masked by the daytime 
hubbub of normal living activities. 
Street noise may be a disturbance 
only in summer because in winter 
most of the windows are closed. 
Many of the factors in noise con- 
trol are obvious once a little is 
known about the basic problems. 


OUTSIDE NOISE SOURCES 


Outside noise sources may pre- 
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important | 


sent a particularly perplexing 
problem since we do not have di- 
rect control over the offenders. 
Aircraft, vehicular traffic and 
neighboring industries are among 
these offenders. The selection of a 
quiet site is, of course, the simplest 
solution, but this is not always 


possible. Measures to be considered 


during planning includes locating 
quiet elements such as _ patient 
areas as far as possible from a 
noisy street and taking advantage 
of the shielding offered by other 
buildings on the site, or by corri- 
dors and less important spaces 
within the building itself. If the 
outside noise problem is severe, all 
windows may have to be kept 
closed and the building mechani- 
cally ventilated. 

Exterior constructions required 
for weather protection generally 
control most outside noises. How- 
ever, new lightweight metal panels 
are rapidly replacing brick and 


‘other heavy materials on the out- 


side of buildings. Use of these 


An account of how a severe 
noise problem was analyzed and 
solved at Middlesex General Hos- 
pital, New Brunswick, N.J., ap- 
pears on page 72. 


panels should be considered care- 
fully in the light of the outside 
noise problem. 

In an existing “hospital with a 
severe outside noise problem (a 
heavily traveled highway, jet air- 
craft, etc.), it may be found that 
closing and sealing all the win- 
dows is not enough. Double win- 
dows may be required to protect 
sleeping patients from _ outside 
noise. Two standard windows two 
or more inches apart and sealed 
tightly on all sides can be a 
highly effective noise control 
measure. 


INSIDE NOISE PROBLEMS 

Inside noise problems are us- 
ually more numerous than outside 
problems. The sources are the oc- 
cupants and their activities as well 
as the many items of mechanical 
equipment in the hospital. Good 
acoustic planning, i.e., locating 


noisy activities away from quiet 
areas and selecting the quietest 
equipment available can eliminate 


costly future noise control meas- 
ures. 

The basic principle of locating 
a noise source as far as possible 
from the listener may be useful 
in solving potential noise problems 
in both new and existing build- 


ings. For example, a penthouse 


location for new air conditioning 
equipment may seem _ practical 
from an initial equipment cost 
standpoint. If the equipment is to 
be located over patients’ bedrooms, 
however, the additional special 
ceiling constructions and other 
noise control measures to make 
these areas livable may justify 
consideration of a more remote 
location. 

SOUND ISOLATING BARRIERS 


Distance between the noise 
source and the listener is not 
always practical from an opera- 
tional point of view. An additional 
physical barrier is almost always 
required to control the passage of 
sound in air from one space to an- 
other. The physical barriers in 
buildings are the walls, ceilings 
and floors. In “old-fashioned” con- 
struction, these ‘barriers between 
spaces were, more often than not, 
load-bearing walls of heavy ma- 
sonry and heavy concrete floor 
slabs. Now we can build _rela- 
tively thin structural frames and 
span the space between the indi- 
vidual members with a host of 
new lightweight materials, all of 
which can be structurally highly 
efficient but do not give needed 
resistance to sound waves. When a 
sound wave strikes a barrier, it 
tends to move the barrier, which .. 
in turn radiates a new and reduced 
sound wave on the other side. A 
heavy barrier is not moved as 
much by a given sound wave 
striking it as is a light barrier, 
hence the re-radiated sound wave 
is considerably less. 

Besides weight, another charac- 
teri-tic of a barrier which deter- 
mines its resistance to the passage 
of airborne sound is its impervi- 
ousness to air flow. A cinder block 
partition, for example, is reason- 
ably heavy, but interconnecting 
air spaces within the material 
form thousands of tiny air pas- 
sages from one side of the partition 
to the other, allowing a conven- 
ient passage for sound. Sealing up 


3| 


control 
Heavy exterior walls, double windows. 


problem 


Severe outside noise. 


Noisy room next to quiet | Heavy, airtight partition or two lighter 

one. weight airtight partitions structurally sep- 
arated from one another. (All leaks 
around pipes, etc., also sealed.) 


Sound transmission through | Continuation of partition to ceiling slab 
porous sound-absorbing | or adding impervious barrier on top of 
ceilings over the top of par- | the sound-absorbing ceilings; locating 


other sound leaks, such as interconnect- 


tial height partitions. 
| ing air conditioning ducts. 
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VENTILATION 


one or both sides with a coat of 
plaster or—less effectively—with 
several coats of paint can im- 
mensely improve the sound insu- 
lation of such a partition. 

Sometimes it is possible to use 
much less total partition weight 
with two lightweight impervious 
barriers structurally separated 
from one another. When a sound 
wave moves the first barrier, only 
the reduced re-radiated sound 
wave in the air space between is 
available to move the second bar- 
rier, with the result that the re- 
radiated sound wave from the sec- 
ond barrier is considerably weaker 
than the initial sound. An example 
of such a partition is a system of 
staggered steel or wood studs with 
metal lath and plaster on both out- 
side surfaces. The sound isolating 
value of this kind of partition is 
about equal to that provided by 
four inches of solid concrete. This 
wall probably would be adequate . 
to isolate a psychiatrist’s office 
from an adjacent patients’ waiting 
room or a recreation room froma 
private bedroom. 


AVOID SOUND LEAKS 


Since sound transmission from 
one space to another depends so 


much on the weight and impervi- 


ousness of the barrier, all other 
possible leaks in the barrier must 
be carefully handled to achieve 
full effectiveness of the sound iso- 
lating barrier. Cracks around 
penetrating pipes, open or loose- 
fitting doors, louvers, and inter- 
connecting air ducts are some of 
the most common leaks in parti- 
tions. In large complex hospitals 
there are often so many pipes, 
ducts and other equipment car- 
ried through the ceiling that par- 
titions cannot be run from the floor 
slab to the underside of the ceil-. 
ing construction. 

A sound-absorbing ceiling can 
be suspended below the maze of 
mechanical services to hide it from 
below and the partition can be 
run up to the suspended ceiling to . 
complete the illusion of enclosure, 
but sound will not be so deceived. 
Because the usual porous sound- 
absorbing materials offer virtually 
no resistance to sound transmis- 
sion, sound would pass quite 
readily over the tops of the par- 
titions. The only real answer is 
either to continue the partition 
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above the sound-absorbing ceiling 
or to add an impervious layer 
(plaster or the like) on the back 
side of the sound-absorbing 
ceilings. 

Most holes: and cracks around 
pipes or other elements that pene- 
trate a partition can be sealed by 
stuffing the voids tightly with 
dense fibrous materials and sealing 
both sides with an elastic caulk- 
ing compound. 


A sheet metal ventilating duct 


serving outlets in adjacent rooms 
acts as an efficient speaking tube 
between the spaces in spite of an 
otherwise satisfactory sound iso- 
lating barrier. Here sound-ab- 
sorbing material can be placed 
inside the ductwork so that the 
sound entering these outlets in 
one room is reduced by the time 
it reaches the outlet in the ad- 
jacent space. 

Doors are most often the weak- 
est acoustical link in a partition. 
Their construction is usually very 
much lighter than the rest of the 
partition, and there is inevitably 
a crack around the edges. ‘For 


critical spaces, such as audiometry . 


test rooms, it is necessary to pro- 
vide a “sound lock” by means of 
two specially designed sound-iso- 
lating doors. In many cases, how- 


ever, a single solid wood door with | 


all edges fully sealed is adequate, 
provided the rest of the wall is 
heavy. Cracks around doors can 
be sealed by rubber gasketing like 
that used on refrigerator doors or 
by ordinary metal and felt weath- 
erstripping. 

In many large ventilated build- 
ings, corridors are used as part of 
the return air system, with open- 
ings in or under doors to rooms off 


the corridor. These direct openings © 


in doors or in walls provide almost 
no privacy between spaces. A 
muffler or a suitable duct arrange- 
ment lined with sound absorbing 
material must be inserted in the 
air path if the door or wall is to 
be an effective sound barrier. 


STRUCTURE-CARRIED NOISE 


Many problems involving the 
control of sound transmission from 
space to space within a hospital are 
not the result of sound waves 
being re-radiated from one side 
of a barrier to the other. Sharp im- 
pacts, heel clicks, falling objects, 
or vibrating mechanical equip- 
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Replacing door with heavy solid wood 
door and wecatherstripping all edges. 
(Air circulation between the spaces must 
be through a duct lined with sound-ab- 
sorbing material, not through door 
louvres.) 


Sound transmission through 
thin, lightweight, loose-fit- 
ting door. 


7. 


problem control 
Impact noise from floor | Resilient flooring material, resiliently sus- 
above. pended plaster ceiling, or both. 


ment and piping can act directly 
on the structure and radiate sound 
not only on both sides of the por- 
tion of the structure acted upon, 
but also in remote parts of the 
building. Structure-borne sound is 
readily telegraphed throughout a 
rigid steel or reinforced concrete 
building. Such problems can be 
solved by installing resilient ma- 
terials between the structure and 
the impact-producing or vibrating 
element. 

The impact of high heels on a 


hard-surfaced concrete floor slab 
over a quiet office can be ex- - 
tremely annoying. Resilient floor- 
ing material, such as carpeting or 
a thin layer of sponge rubber 
under a more durable finish (as- 


' phalt or rubber tile, etc.) can 


greatly improve matters. If the 
space below is extremely critical, 
a separate plaster ceiling sus- 
pended by special resilient ceiling 
hangers may also be required. 
Acoustical tile glued to the under- 
side of a floor slab does no good 


33 


\ 
4 
=) 
\ | 
problem 


whatever toward control of im- 
pact sound transmission. 


Mechanical equipment the 
most notable source of structure- 
borne noise transmission. All ro- 
tating and reciprocating equip- 
ment (fans, pumps, compressors) 
must be isolated from the building 
structure by resilient connections 
not only under the _ vibrating 
equipment but along connecting 
pipes, electrical conduits, and the 
like. Sometimes liquid in a pipe 
leading to a piece of vibrating 
equipment transmits vibrations. to 
the building even after flexible 
connections have been inserted in 
the pipe near the source of vibra- 
tion. For this reason such piping 
should not be directly suspended 
from a concrete slab which forms 
the barrier between the mechani- 
cal equipment room and a quiet 
space above. | 

Mechanical equipment rooms 
are always less difficult to handle 
from a noise control standpoint if 
they are located in the basement 
and not above critical spaces. 
Noise control principles involved 


are essentially the same for pent- 
house locations, but the control 
measures are inevitably more com- 
plicated and more costly. The 
“best” conference rooms or patient 
rooms on the top floor of a hospital 
can quickly become the least de- 
sirable if some types of air condi- 
tioning compressors are located in 
a penthouse above, even with the 
best vibration isolation techniques 
available. 


SOUND ABSORBING MATERIALS 


Control of noise within a given 
space itself presents. still another 
problem. Almost everyone feels 
uncomfortable in an empty un- 
furnished room. The primary rea- 
son is that multiple reflections of 
sound by hard enclosing surfaces 
cause sounds to persist long after 


they are made. Speech is espe-_ 


cially difficult to understand be- 
Cause successive speech sounds 
overlap one another. Such sound 
absorbers as soft furniture, dra- 
peries and rugs reduce the amount 
of reflected sound energy and im- 
prove acoustics of the room. 


la 
tl 


problem 
Noise from mechanical 
equipment room below. 


control 


Heavy, impervious floor construction be- 
tween the spaces; vibration isolation of 
all equipment with resilient supports and 
connections (all vibrating pipes support- 
ed from the floor below, not the ceiling); 
sound-absorbing lining or mufflers in air 
ducts. 


Most spaces in a hospital can- 
not, of course, be furnished with 
draperies, carpets, and overstuffed 
furniture to absorb sound. The use 
of specially manufactured sound- 
absorbing materials on the ceiling 
or wall surfaces is generally re- 
quired to control sound within a 
room. There are available a large 
variety of acoustic tiles and per- 
forated sheet materials with glass 
or mineral wool pads behind. All 
of these products have basically a 
porous, fuzzy core which absorbs 
sound energy by converting it to 
heat energy. 

There are important limitations 
in the use of sound-absorbing ma- 
terials for noise control. 

First, these materials do not 
eliminate all reflected sound 
within a room, since one cannot 
cover all the reflecting surfaces. 
Then too, most standard materials 
are not completely sound-absorb- 
ing over the entire frequency 
range of sound. Even if all sur- 
faces could be made 100 per cent 
sound-absorptive there would still 
be sound coming directly from 
the source. 

Secondly, sound readily passes 
through most of these materials 
and for reasons discussed earlier 
they are not, in themselves, ef- 
fective sound barriers. Sound-ab- 
sorbing material added to a noisy 
room can reduce the amount of 
sound energy available to act on 
the enclosing walls. Likewise, 
some of the sound energy that 
penetrates a wall can be absorbed 
in the adjacent room. However, 
the most significant reduction of 
sound between spaces still is pro- 
vided by solid impervious barriers. 
In general, sound absorption must 
not be confused with sound isola- 
tion. 

Sound-absorbing ceilings are es- 
sential in such generally noisy 
spaces as administrative offices, 
examination rooms, laboratories, 
cafeterias, and waiting rooms. 
They are also desirable in operat- 
ing rooms, kitchens and laundry 
areas, but are often left’ out be- 
cause of moisture and cleaning 
problems. Here, glass or mineral 
wool blankets faced with more 
durable perforated materials may 
be considered. Recently developed 
sound-absorbing materials faced 
with thin plastic films may also be 

(Continued on page 93) 
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bed rails 


instruments, 
needles, 
sponges 


surgical 
positioning 


( THE YEARS, the council on 
insurance for the California 
Hospital Association has gathered 
a wealth of information on the ac- 
cident reporting systems of its 
hospitals. 

As a result, association members 
have focused more attention on 
the problem of preventing the most 
frequent type of accidents. Expe- 
rience showed that written bulle- 
tins were helpful. Talking to hos- 
pital administrators also helped 
check accident recurrence. 

However, neither of these meth- 
ods were felt to be wholly ade- 
quate. Council members decided 
~ James E. Ludlam is a member of the 
law firm of Musick, Peeler and Garrett, 


and serves as legal counsel for the Cali- 
fornia Hospital Association. 
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POSITIONS 


SURGERY 


Standards of hospital. and medical 
practice should be designed to reduce 
accidents and allow for accurate de- 
termination of liability. At a series of 
institutes, hospital administrators, de- 
partment heads and the council on in- 
surance of the California Hospital As- 
sociation studied the most frequent 
type of accidents and offered construc- 
tive suggestions on how to eliminate 
them. Efforts of the council’s insur- 
ance program are significant because 
they are helping to establish standards 
of practice in the hospital field in Cal- 
ifornia.,. 


that many valuable suggestions 
could be developed if a series of in- 
stitutes were held, to which hospi- 
tal department heads would be in- 
vited. The program was put on a 


workshops stress 
higher standards 
of practice 

for accident | 


prevention 


by JAMES E. LUDLAM 


one-day basis, repeated six times 
in different parts of the state. Bas- 
ically the presentation consisted of 
a half-hour formal discussion by 
each of four faculty members. The 
group then broke up into four sep- 
arate groups with the faculty ro- 
tating individually for a 45-minute 
conference with each subgroup. 
The group participants were en- 
couraged to debate the ideas pre- 
sented by the faculty leader, and 
as a result many new approaches 
were developed. Not all of the 
problems were solved, but seeds 
of thought and experimentation 
were planted which may lead to 
constructive solutions in the fu- 
ture. 

This report incorporates some of 
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the thoughts presented by the fac- 
ulty membérs, and how these 
thoughts were accepted, rejected 
or modified. 

For the purpose of orientation at 
the beginning of each session, it 
was. pointed out that standards of 
practice within a hospital have two 
important effects upon hospital lia- 
bility. 

First, the standard of hospital 
and medical practice in the com- 
munity may establish general lia- 
bility. For example, if it is the 
customary practice of hospitals in 
the community to test for the ‘““Rh”’ 
factor before transfusion and a 
particular hospital does not and 
injury results in an individual case, 
then there may be hospital lia- 
bility. Another example: If it is 
customary practice in the com- 
munity for hospitals to put up bed 
rails in all postsurgery cases and 
an individual hospital fails to do 
so, and if an injury results to a 
patient because of this failure, 
there may be liability. 

In the above examples, it is not 
determined whether it is the phy- 
sician’s liability, hospital liability 
or both, because that is established 
by the second facet of standard of 
care. 


WHO IS RESPONSIBLE? 


What is the standard of care 
within the individual hospital? Is 
the particular procedure the hos- 
pital’s responsibility or is it the 
doctor’s responsibility? Or, as so 
often is the case, is the designation 
of responsibility so fuzzy that both 
are subject to a potential judg- 
ment? 

To consider this in connection 
with the two examples: If, in the 
“Rh” factor case, it is the clearly 
established responsibility of the 
pathologist to control his depart- 
ment and it is solely the respon- 
sibility of the hospital to furnish 
the equipment and personnel to 
work under his supervision, then 
probably there is a case of doctor 
responsibility for the failure to 
establish a testing procedure. Fur- 
thermore, if it is an error in typ- 
ing by a technician, it is at least 
a joint responsibility of the path- 
Ologist and the hospital, and not 
solely the responsibility of the hos- 
pital. 

In the bed rail case, if installa- 
tion of rails is a hospital standing 
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order, then there is hospital lia- 
bility for failure to provide them. 
If the established practice is to 
require that the attending physi- 
cian order the rails, then he may 
be responsible. However, in this 
latter case there may also be hos- 
pital responsibility for failure to 
provide rails in absence of doctor’s 
orders. In this case, hospital em- 
ployees should have known it was 
dangerous to leave the patient 


without rails. 


ESTABLISHING STANDARDS 


One significance of the Califor- 
nia Hospital Association’s Insur- 
ance program was that it was in- 
directly establishing standards of 
practice in the hospital field in 
California. The emphasis of the 
council on insurance has been on 
accident prevention and the elim- 
ination of hazards and practices 


that have been leading to incidents 


in hospitals. The solutions to these 
problems have been by way of 
study and. recommendation. The 
insurance company special service 
representative, during’ periodic 
consultations with hospitals in the 
program, has encouraged changes 
to conform to these recommenda- 
tions as well as other. suggestions 
developed through inspections, re- 
view of incident reports and con- 
sultations with the personnel of 
the 130 hospitals in the program. 
With so many hospitals now in the 
program, their improved practices 
and standards may establish the 
standard of care and practice in 
the community for all hospitals. 
All hospitals, whether in the pro- 
gram or not, should keep informed 
on progress of the program and the 
procedures being recommended. 
For this reason all hospitals, 
whether participants in the insur- 
ance program or not, were en- 
couraged to attend the institute. 
With that background, a discus- 
sion of particular problems was 
launched. Because, by far the 
greatest number of incidents have 
arisen from patients falling out of 
bed, this problem was discussed 
first. Available statistics clearly es- 
tablished that although many pa- 
tients would go over a bed rail, 
they were rarely injured when 
they did. However, they often were 
hurt by a fall from an unguarded 
bed. In one part of California, the 
hospitals after thorough study 


concluded that bed rails should be 
put up as standard procedure for - 
the following classes of cases: 

1. Post major surgery 
Mentally confused patients 
Heavily sedated patients 
Eye cases 
Pediatric cases 

6. Patients over 60 

During the general discussion 
with department heads there was 
general agreement on the sug-. 
gested standards with the excep- 
tion of the sixth. Most participants 
felt no age standard should be set 
but instead the sixth classification 
should apply to cases of senility. 

This standard involves a subjec- 


oo 


tive decision by the nursing per- 


sonnel which may lead to confu- 
sion or error, but probably in 
actual practice will work out. Most 
participants seemed to feel that 
even though there might be some 
increased liability exposure on the 
part of the hospital, an adoption of 
the above standard of practice 
would ultimately lead to a reduc- 
tion of. claims against both hospi- 
tals and doctors. It was pointed 
out that many patients who climb 
over the rails do.so because they 
are not conscious that they are in 
a hospital or in a hospital bed. In- 


- dications were found of increased 


use of Posey belts as an alternative 
method of restraint. 
Nearly all hospitals have a prob- 
lem when a doctor orders the rails 
removed. Most of these orders are 
evidently patient-inspired. The 
consensus was that in such situa- 
tions the doctor should be re- 
quired to chart the order, and the 
patient should be required to sign 
a special release form. In most 
cases this should shift the respon- 
sibility to the doctor and the. pa- 
tient, should injury result. In con- 
cluding the discussion of bed rails, 
it was pointed out that the council 
on insurance had recommended 
that general hospitals have bed 
rails permanently affixed to all 
beds, and that the inclusion of 
rails along with the bed was as 


jmportant as the mattress. 


SPONGE COUNTS 


Investigation showed substan- 
tially all hospitals are routinely 
making and charting sponge counts. 
There is some variation as to 
whether counts are made in all 
cases in which sponges are used 
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or whether the count is limited to 
_those cases in which the body cav- 
ity is opened, or there is an open 
reduction. This discussion led to 
‘general agreement that sponge 
counts should be made in all cases 
where sponges are used, except 
routine obstetrical cases. 

The participants were surprised 
to learn that sponges are being 
found in patients even when the 
chart records a correct count. Fur- 
thermore, this apparently does not 
come about through a counting er- 
ror but because the last count is 
~ made at the time the surgeon com- 
mences to close the peritoneum. 
After that time he may use a 
sponge without the knowledge of 
the sponge nurse, and if the sponge 
is lost, there is no check on it. 


ERRORS IN CHARTING 


Even though this is a doctor’s 
error, the hospital may find it diffi- 
cult in court to explain the chart- 
-ing of a correct count. ; 

To meet this problem a stand- 
ardized procedure was suggested 
for discussion as follows: 

1. The first count should be made 
_ when the pack is prepared. This 
should be by a responsible em- 
ployee or preferably a double 
check by two employees. 


2. The second count should he . 


made when the pack is opened in 
surgery. This should be checked 
by the circulating nurse. 

3. The third count should be 
made at the time the doctor com- 
mences to close the peritoneum. 

4. A fourth count should be 
made at the completion of the sur- 
gery, but prior to the time the 
sponges are removed from the 
room. 

Nearly all hospitals are follow- 
ing steps one through three, but 
considerable discussion developed 
around the fourth count. A number 
of operating room supervisors who 
participated pointed out that as 
written, procedure four was not 


practical. They stated that by the. 


time surgery is completed the sur- 
gery nurses are too busy preparing 
for the next patient to take time 
to make a count. They suggested 
that the fourth count would be val- 
uable but it should be made at the 
time of skin closing. There appears 
to be only a slight risk (we heard 
of one incident to the contrary, but 


the result was not serious) of los- — 
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ing a sponge after that point. Fur- 
thermore, surgery nurses probably 
have more time then to make the 
required count. Additional investi- 
gation has indicated that some hos- 
pitals are already using the fourth 
count, or as an alternative solution, 
are removing the sponges from the 
operating area so the surgeon can 


not reach one without a special re-. 


quest. 
The following other valuable in- 
formation was also disclosed: 


1. Some hospitals are requiring 


the person who counts and pre- 
pares the sponge pack to initial it. 
This is done by inserting a slip 
of paper vellum in the pack with 
initials on it. Apparently this in- 
creases the sense of responsibility 
and helps screen those persons who 
cannot count accurately. 

2. An increasing number of hos- 
pitals are putting some limitations 
on the use of small sponges. A va- 
riety of solutions were suggested, 
ranging from eliminating all 3 x 3 
and smaller sponges, to requiring 
special counts on them if used. One 
practical approach is to use them 
only when affixed to a sponge stick, 
and only permit the surgeon to 
have a second stick when he re- 
turns the first, with the sponge 
still affixed. The whole subject of 
the use of small sponges will re- 
quire further study and construc- 
tive thought. 

3. Great concern was expressed 
over the large number of laparoto- 
my sponges (some with a brass 
ring with the name of the hospi- 
tal on it) being found in patients. 

4. All hospitals require x-rays 
in the event a sponge count is re- 
ported short. It was agreed that 
the charge for this x-ray should 
not be made to the patient, but 


should be absorbed by the hospital. 

5. All agreed that the nurse 
should immediately report to the 
surgeon if the count is short. This 
in turn should be charted and an 
incident report be made out as 
well. It was agreed that when this 
fact is reported to the surgeon, it 
is his responsibility to take remedi- 
al action. It is then a medical mat- 
ter, as to whether the patient can 
stand further exploration for the 
lost sponge or whether it:is in the 
best interests of the patient to close 
the incision and remove the sponge 
at a later date, following x-ray. 

6. All hospitals are apparently 
using radio opaque sponges. None 
had tried the absorbent sponge, nor 
the continuous sponge. 

7. It was agreed that any changes 
in sponge procedure should be 
made in collaboration with the 
medical staff. Many expressed the 
view that a declaration on this 
subject by the council on insurance 
and the association insurance car- 
rier would be most helpful in ob- 
taining acceptance. 

8. Some surgery nurses sug- 
gested making a special sponge 
count at the time of closing of the 
peritoneum, particularly on com- 
plicated surgery cases. Their ex- 
perience showed there is particular 
danger of a loss of a sponge at this 
time. 


INSTRUMENT AND NEEDLE COUNTS 


The discussion of sponge counts 
led logically to a discussion of in- 
strument and needle counts. 

A few hospitals report they 
are routinely making instrument 
counts. The others—approximately 
90 per cent—report no _ special 
count is made, although many indi- 
cate that most head surgery nurses 


in planning for disaster... 


Personnel-must be allotted in time as well as space. Prudent plan- 
ning should include the staffing for days or weeks into the future— 
not just for the relatively short duration of the emergency. Virtually 
every account of civil disasters contains a tribute to the public for 
their willingness to help. Professional time and talent should be ra- 
tioned. Many people can render the best service by going home 
and going to bed—to be fresh and rested for the next day. Ron Yaw, 
director, Blodgett Memorial Hospital, Grand Rapids, Mich. | 
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are sufficiently experienced to 
know when an instrument is miss- 
ing. 

On further exploration, even 
those who rcport making instru- 
ment counts are, in many cases, 
not making an actual numerical 
count, but are relying on the nurse 
to keep an account of the instru- 
ments and to release an instrument 
only in exchange for the one being 
used. They rely upon the nurse’s 
knowledge of the procedure more 
than on actual count. Most of these 
hospitals do not chart the making 
of the count. It was pointed out 
that if a specific count is actually 
being made, then the results should 
be charted, since a positive report 
is just as important to record as a 
negative one. Certainly the fact 
that the hospital employees are 
making a count would come out 
in court even if it is not reported 
on the chart. 

More hospjtals reported making 
a count of needles than were count- 
ing instruments. But even here the 
figure would be less than 25 per 
cent. The count in most cases ‘is 
made by requiring that needles be 
given the surgeon only in exchange 
for the one in use. A few hospitals 
made an actual physical count at 
the end of surgery. All were inter- 
ested in the fact that more needle 
incidents were reported in 1954 
than sponge incidents. However, 
many of the needle incidents in- 
volved only the loss of a tip, which 
in all probability would not harm 
the patient. However, it was 
agreed the incident should be re- 
ported immediately to the sur- 
geon, charted, and a report pre- 
pared. 

BLOOD 

In discussing the problem of the 
handling of blood it was pointed 
out that the most serious loss the 
California Hospital Association In- 


surance program had suffered re-. 


sulted from an error in the han- 
dling of blood typing. In November 
the association office sent out a set 
of instructions to be used as a 
model for standing orders in the 
pathology department. Such orders 
are important because it. is neces- 
sary to fix the responsibility on the 
pathologist for what happens in 
his department. To a large extent 
this can be established by a written 
contract, but it would be most 
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helpful, as further evidence of his 
authority and feslonstbility, if he 
would issue orders setting forth 
department procedures over his 
signature. If he is to be classified 
as an independent contractor prac- 
ticing his profession, it is his duty 
to see that the persons working 
under his supervision and control 
are properly instructed. 

The discussion developed that 
model orders could not be used in 
all hospitals, but would have to be 
modified to fit individual situa- 
tions. It was agreed that the in- 
structions were perhaps deficient 
in that they did not clearly call for 
an identification procedure at the 
time of the taking of blood. How- 
ever, it was surprising to find that 
approximately half the hospitals 
present, including a large number 
of the smaller ones, were using 
wrist band identification as a solu- 
tion to this and other medication 
problems arising from lack of 
proper identification. In certain 
hospitals, it appears, lack of train- 
ing in the use of this identification 
procedure has materially reduced 
its effectiveness. 


POSITIONING SURGICAL PATIENTS 


The balance of the institute ses- 
sion was devoted to a discussion of 
the problem of properly preparing 
a patient for surgery and position- 
ing him on the surgical table. Over 
the years some of the most serious 
cases that have developed have 
fallen within this area: For exam- 
ple, two cases resulted in the am- 
putation of the wrong leg; others 
in the removal of the wrong kid- 
ney, and numerous other less seri- 
ous incidents. 

The procedures followed in the 
various hospitals did not take 
enough of a pattern to be able to 
conclude that there was any stand- 
ard of procedure. However, many 
suggestions were provocative and 
well worth considering. 

1. It was felt by most that the 
first. responsibility of the floor 
nurse is to see that the patient’s 
chart is complete before the patient 
leaves for surgery. Some hospitals 
use a check list. Others paste stick- 
ers to call attention to missing 
items. Proper identification of the 
patient enters into the problem 
here, as well as the decision that 
the history and lab report is com- 


plete, or if not, surgery is warned. 
Check should be made for the sur- 
gical consent. | 

2. There seemed to be a variation 
as to whether booking should be 
done in surgery or elsewhere. Here 
again a check should be made on 
the procedure to be performed. 

3. At surgery it was agreed that 
when more than one surgery is 
performed the operation room su- 
pervisor cannot make a last-minute 
check. This should be delegated to 
a nurse in each surgery. Here, the 
chart again should be checked for 
all essential items, and in partic- 
ular, the identity of the patient, 
the procedure, the type of anes- 
thetic, the side to be operated on, 
the availability of the history, lab 
report and x-ray, if required. 

4. The doctor should have re- 
sponsibility for the last check, and 
he should be informed of this by 
posted orders. It was pointed out 
that in some hospitals the anes- 
thetist is given specific responsi- 
bility in this regard and this ap- 
pears to have considerable merit. 
One hospital reported that its med- 
ical staff was working on a plan 
under which a plaque bearing the 
following questions would be post- 
ed in surgery: 

1. Who is the patient? 

2. What procedure is going to 

be done? 

3. If bilateral, which side? 

4. Is any special equipment or 
material anticipated, and is it 
in the room? 

Prior to the first incision, the 
surgeon will ask the questions © 
aloud, and individuals on the sur- 
gical team will answer, so that all 


‘can hear. This procedure assures 


mutual understanding and pro- 
vides a last-minute check. The ex- 
perience will be followed with in- 
terest and if successful, a report 
will be made to the membership. 
It was also pointed out that a 


possible hazard exists through re- 


versal of x-ray plates. A check 
should be made in each hospital 
to see that this is impossible. 
The council on insurance is now 
working on a second set of insti- 
tutes to discuss some of the old 
problems as well as new ones that 
recur. The enthusiasm with which 
these institutes are being received 
gives all. in the program the hope 
that tangible results will follow. §& 
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contributed service in hospitals — 


-an opportunity 


anda challenge 


by J. STEWART BAKER 


N RECENT years it has become 

more and more fashionable to 
highlight any serious discussion of 
our unique American capacity for 
volunteer activity with a com- 
ment or two from De Tocqueville, 
that sage French observer of the 
United States. More than 100 
years ago De Tocqueville said, “If 
an American were condemned to 
confine his activities to his own 
affairs, he would feel robbed of 
half his existence.”’ 

J. Stewart Baker is president of the 
board of trustees, St. Luke’s Hospital, New 
York City, and chairman of the executive 
committee, The Chase Manhattan Bank, 
New York City. This article is adapted 
from the author’s address at the American 


Hospital Association convention in Chica- 
go, September 1956. ° 
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Broadening concepts of hospital 
service, growth of the voluntary hospi- 
tal system and the rising cost of hospi- 
tal care call for an increased number 
of contributors of service in hospitals. 
Hospitals, particularly those for the 
mentally and chronically ill, need vol- 
unteers to supplement and support 
activities of the regular staff and to 
provide certain needed “extras” in 
hospital service. Hospitals can obtain 
more and better qualified volunteers 
if they intensify and broaden their 
recruitment campaigns and precisely 
define the duties and responsibilities 
of volunteers. 


Certainly this native American 
urge to burst the bounds of pure 


self-interest has not diminished in 
the past century. Actually there 
is evidence that it is reaching out 
into more and more areas of im- 
portd4nt community service. This 
is good, because the needs are in- | 
creasing steadily. 

I believe that more than half 
of the adult population of the 
United States takes part in some 
volunteer activity. Whether these 
volunteers are attempting, through 
contributed hours, to advance the 
cause of the nation’s hospitals, or 
campaigning for hot lunches in the 
schools or for the elimination of a 
billboard at a dangerous traffic in- 
tersection, they are participating 
intimately in the affairs of their 
community. This army of volunteer 
citizens is, I am told, unique in the 
world. It certainly is the heart, as 
well as the principal safeguard, of 
our democracy. 

Perhaps the most highly devel- 
oped forms of contributed serv- 
ice are centered in our hospitals 
where countless. public-spirited 
men and women, as members of 
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auxiliaries, as volunteers, as mem- 
bers of religious orders, or as trus- 
tees, serve without pay for the 
benefit of the hospital and its pa- 
tients. The story of the founding of 
every voluntary hospital in Amer- 
ica always involves, as its basic 
theme, a unique story of contrib- 
uted leadership. 


GROWTH OF VOLUNTEER MOVEMENT 


I would like first to pay tribute 
to the volunteer services of women 
in hospitals. I am not sure, how- 
ever, that the nation’s hospitals 
have taken full advantage of this 
great volunteer market, which was 
born as a nation-wide movement 
so successfully during World War 
II when technical and professional 
personnel disappeared rapidly into 
the Armed Forces. Before the war, 
volunteers were considered kind 
and willing but hardly essential. 
The attitude of trustees and ad- 
ministrators was casual and indul- 
gent at best. These devoted women 
were rarely considered an integral 
part of the hospital. Since the war, 
I suspect, we have failed to recog- 
nize fully the changing tide that 
has made the volunteer a necessity 
rather than a luxury. 

How many volunteers have con- 
tinued their services? How effec- 
tively have hospitals sold the idea 
of contributed service to the new 
generation of young women? I 
am not sure of the answers to 


these questions, and my inquiries 
have not given me a reliable pic- 
ture of the facts today as com- 
pared to 10 years ago. 

I do know, however, that our 
hospitals need volunteer services 
more than ever before. Ten years 
ago our nation’s hospitals provided 
15 million days of inpatient care.! 
In 1955 more than 21 million pa- 
tient days were provided by a 
hospital system that has grown 
tremendously in terms of facilities 
and services.” This growth has tak- 
en place at the same time that 
shortages of certain hospital per- 
sonnel have become critical. 

Meeting the need for volunteer 
workers to supplement regular 
hospital personnel can no longer 
be considered an occasional—if 
pleasant—effort of the women’s 
auxiliary alone. These volunteers 
must be organized and their activ- 
ities maintained on the same basis 
as other essential activities. In 1948 


the American Hospital Association 


recognized the growing impor- 
tance of volunteers in hospitals 
when it created its present Coun- 
cil on Hospital Auxiliaries and 
launched a nation-wide program 
to draw attention to this great 
potential source of service in hos- 
pitals. 

In 1955 in New York City, 
where the United Hospital Fund 
of New York has played such a 
big role in the development of 


women of faith 


A good hurse uplifts the 
spirit of her patient. She knows 
when to talk’”and when to keep 
silent. She understands the 


signs of fatigue and restless- 
ness, of loneliness and despair. 
She is unobtrusive yet ever 
present to answer the call for 
her service. Always her pa- 


tient’s welfare comes first. Like a mother soothing her hurt child, she 
knows how to encourage and hearten a suffering soul. In the long, 
cruel hours of the night when a patient is overwhelmed with dis- 
comfort, losing his confidence in the coming of a better day, she 
is by his side to see him through the harsh vigil. And when the 
dawn comes and the fever abates and the pain is eased, she re- 
joices humbly and prays gratefully. For a nurse is a woman of faith 
in God since she knows that He is the Supreme Physician.—From an 
article in the Houston (Tex.) Post by Dr. Hyman Judah Schachtel. ® 


volunteer service, more than 
11,000 volunteers contributed two 
million hours of work in medical 
social service, nursing, occupa- 
tional therapy, recreational ther- 
apy, patients’ libraries, labora- 
tories, linens and supplies, gift 
shops, sewing and translation. The 
range of volunteer service today 


is tremendous, from simple flower . 


arrangements to assistance in the 
electrocardiograph unit. Actually 
it would be difficult to name a 
hospital department in which vol- 
unteers are not serving. The range 
of volunteer service will continue 


to grow because the concept of 


the hospital is broadening. 

Not too many years ago we spoke 
of our hospitals as ‘“‘the doctor’s 
workshop’’—a place simply to treat 
the recognized medical and surgical 
problems of patients. Today we 
do not hear this phrase so often. 


The concerns of today’s hospital 


leaders are much more comprehen- 
sive, with more attention given to 
the whole patient and his entire 
health problem. However, the ur- 
gent physical needs of acutely ill 


‘patients always must be upper- 


most. 

Is it not also true that more 
and more attention is being given 
to the patient’s social and spiritual 
needs? In this evolution does not 
the role of dedicated volunteers, 
contributing their services, take 
on new importance? 

There are two wide areas for 
which we can seek more active 
volunteer service. 


SUPPLEMENT, SUPPORT STAFF 


First, volunteers should be used 
to supplement and support the ac- 


tivities of the regular staff ina way 


that will release scarce professional 
and technical personnel from time- 
consuming nonprofessional duties. 


This way we can raise the stand- 


ards of hospitals and broaden serv- 


ices to patients—which is, after all, 


the ultimate objective. Too fre- 
quently when we fail to conserve 
the time of regular hospital per- 
sonnel, they lose the desire or the 
capacity to furnish the vital ele- 
ments of warmth and friendliness, 
which are so essential to recovery 
and rehabilitation. 

Volunteers must be carefully 


- oriented and trained to work on 


a scheduled basis that meets the 


‘needs of the hospital. More and 
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more hospitals, recognizing this 
problem, have employed full-time 
directors of volunteers. It is their 


~- responsibility to assure the ad- 


ministration of: the hospital that 
although these services are con- 
tributed, the volunteer program is 
ever mindful of the fact that in the 
life of the hospital, volunteers have 
just. as binding responsibilities and 
just as much reason to observe 
stringent rules of training, conduct 
and ethics as any of the profes- 
sional personnel. With full-time 
- direction of its volunteer program, 
the hospital takes an intelligent 
step to provide sound personnel 
practices for selecting, training, 
and placing volunteers not only in 
the light of hospital needs but on 
the basis of the volunteers’ per- 
sonal capacity and talents as well. 
Full-time direction will also em- 
' phasize that volunteer service is 
not just casual work which gives, 
to serious volunteers, no gratifying 
sense of responsibility or a feeling 
that their contribution is impor- 
tant. 


DEVELOP CERTAIN “EXTRAS” 


The second area in which aux- 
iliaries and volunteers can contrib- 
ute their services effectively is in 
the development of certain “ex- 
tras.’ These activities can be 
classed as services and projects 
of benefit to- patients, staff and 
visitors that otherwise would not 
be launched due to personnel and 
budgetary limitations. Gift shops, 
coffee shops, and babies’ alumni 
projects are examples of this im- 
portant type of service. 

Other projects, once considered 
“extras,” have now become es- 
sential elements in the _ profes- 
sional care of patients. Many hos- 
pitals probably would not have 
professionally-directed medical 
social service, occupational or rec- 
reational therapy programs, if 
pioneering volunteer groups had 
not first felt the need and then 
provided the leadership and funds 
to initiate these programs. These 
essential programs, which were 
once thought of as “frosting on the 
cake,” are now more important 
than ever as our hospitals continue 
to round out their service programs 
to treat the patient more compre- 
hensively. 

I am completely convinced of 
the value of contributed services 
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to hospitals,. but I wonder if we 
have gone far enough in develop- 
ing this resource, which many of 
us feel lies fallow at our doorstep. 

Have we reached out enough 
into this great market of potential 
assistance? Have we really aggres- 
sively sold hospital. service to the 
woman down the street who finds 
herself with more time now that 
her children are grown? Have we 
reached the girl at the office, the 
young mother, the retired nurse, 
or the business man or woman? 


It would be fine if all of the vol--: 


unteers could be recruited solely 
from those who come spontaneous- 
ly to the hospital. However, the 
facts are that the most effective 
volunteer programs reflect the 
success of a hard-hitting recruit- 
ment drive, using all of the media 
— radio, television, newspapers, 
and the diverse civic, social and 
professional groups in the com- 
munity. 

Hospitals must. intensify their 
campaigns for volunteers. They 
must take the offensive and not 
just accept these established vol- 
unteer programs reluctantly. They 
must stop treating volunteers as 
“administrative headaches” to be 
tolerated only because of their 
public relations value or their 
fund-raising potential in the com- 
munity. Trustees and auxiliary 
members, who are responsible for 
stimulating and maintaining vol- 
unteer service .in hospitals, must 
be acutely aware of the aims and 
policies of their hospital — of its 
plans, its problems and its place 
in the community. They must be 
familiar with the areas where 
there is a need for volunteer serv- 
ice, and they must be able to in- 
terpret this need to the commu- 
nity. Once sound. volunteer 
program is established the esprit 
de corps must be maintained by 
gaining the wholehearted support 
and approval of the entire hospi- 
tal organization. This will help 
assure the volunteers that they 
are wanted and needed. 

Of course, the volunteers carry- 
ing some of the heaviest responsi- 
bilities in our voluntary hospital 
system are the trustees. It is my be- 
lief that the future of the voluntary 
hospital system to a major extent 
rests on the trustees’ capacity to 
face the challenges of today and 
tomorrow. The experience, intelli- 


gence and special abilities of trus- 
tees face stronger pressures and 
greater demands than ever before. 
It seems to me that trustees today 
must take a long and searching 
look at their larger responsibilities. 
There are important reasons why 
new standards of trusteeship must 
be developed. — 

The continuing growth of our 
hospital system alone calls for 
revitalized leadership. The 1956 
Guide Issue of HOSPITALS, JOUR- 
NAL OF THE AMERICAN HOSPITAL 
ASSOCIATION, shows graphically 
how great the pressures of growth 
have been during the past decade. 


INCREASES IN FACILITIES, costs 


Ten years ago there were slight- 
ly more than 6,000 hospitals. By 
last year our American hospital 
system had grown to almost 7,000 
institutions. Most of this great in- 
crease was in voluntary hospitals, 
which have added 88,000 beds. But 
the bed deficit of the nation is still 
great and it is estimated that about 
843,000 more hospital beds are still 
needed. This certainly presents a 
grave challenge to hospital leader- 
ship. 

The increase in the annual oper- 
ating cost during this period is 
staggering. In 1946 voluntary hos- 
pitals spent about $850 million each 
year in providing services to their 
communities. By 1955 their ex- 
penditures had reached $2.5 bil- 
lion—an increase of almost 200 per 
cent. 

Certain inflationary factors ac- 
count for some of the increased 
cost, but these substantial in- 
creases are related primarily to 
increased’ demands for hospital 
service and the great, and costly, 
advances scientific medicine. 
This explosive growth in facilities, ~ 
services and costs has compounded 
the pressing tasks of professional 
hospital administrators and makes 
it increasingly difficult for them 
to take stock of where they are 
and where they are going. 

There have been other profound 
changes which seem to require a 
new concept of trusteeship. A new 
economics of hospital service is 
emerging today and there is a 
gradual shift in our thinking con- 
cerning hospital finaneing. In 
many regions of the country, hos- 
pital people are turning away 


from the “tin-cup approach” to . 
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hospital financing. Apparently 
there is some justification for this 
trend. The Commission on Financ- 
ing of Hospital Care reported that 
only one out of every four volun- 
tary hospitals had operating de- 
ficits* This fact surprised me. 
After thinking about it a while, 
it occurred to me that although 
I know about many hospitals with 
huge deficits, perhaps we are win- 
ning the fight for a more stable 
economic means of supporting the 
work of hospitals. 


STRENGTHENING THE ECONOMY 


What are some of the changes 
that are strengthening the hospital 
economy? Hospital prepayment 
plans, which assure hospitals of 
payment for their services, have 
done more than anything else to 
stabilize hospital financing. In 1946 
only 30 million Americans carried 
prepaid hospital protection.5 In 
1955 more than 110 million per- 
sons were covered®. It has been 
estimated that more than half of 
the income received by voluntary 
hospitals throughout the country 
now comes from these third-party 
sources of financing hospital care. 

Something else is happening to 
fill the gaps in our hospital econo- 
my, for we must recognize that 
prepayment cannot do the whole 
job. The perennial financial burden 
of charity care in the wards .and 
clinics is showing some signs of 
improvement. Public agencies, re- 
sponsible for paying for the care of 
public-aid patients, are increasing- 
ly accepting their responsibility for 
meeting the cost of care rendered 
to indigent patients. 

Trustees should accept their full 
responsibility for advancing the 
hospital’s case for more adequate 
reimbursement from tax-supported 
agencies. In New York there is a 
good example of how fruitful trus- 
tees’ efforts can be. Several years 
ago the United Hospital Fund of 
New York established a _ hospital 
trustees’ committee. This commit- 
tee, which I had the privilege of 
serving as chairman, was composed 
of trustees, representing the inter- 
ests of all voluntary hospitals 
in New York. The committee 
sought more adequate reimburse- 
ment, from the city government, 
for the hospital care of welfare pa- 
tients. Each year, since 1951, the 
committee has prepared and pre- 
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sented to city officials a compelling 
case, based on detailed statistical 
data and accurate hospital cost fig- 
ures, for increasing the rate of 
payment for the care of indigent 
patients. In 1951 New York City 


-paid $8 a day for medical and sur- 


gical care of an indigent patient. 
Today voluntary hospitals in New 
York City receive $16 a day, which, 
while it is a large increase, never- 
theless does not meet the patient’s 
average daily cost of ward care. 
As trustees we still have our 
old responsibilities, therefore, for 
charitable deficits, but I would like 
to continue to explore the new re- 
sponsibilities for trustees who con- 
tribute their services to hospitals. 
I feel that because of strengthened 


hospital financing and the rise of . 


serious new health problems the 
role of philanthropy is changing 
from deficit financing to progress 
support and that this shift imposes 
important new obligations on trus- 
tees. 

Our national hospital economy 
has not become so strong and effi- 
cient that we can eliminate the 
charitable approach to our fellow 
citizens for funds to meet hospital 
deficits. 

In voluntary general and special 
hospitals today approximately 90 
per cent of all hospital income is 


derived from patients or from 


third-party agencies.’ The remain- 
ing 10 per cent is derived chiefly 
from private philanthropy.’ Not 
too many years ago the voluntary 
hospitals were able to meet only 
approximately 79 per cent of their 
expenses from operating income.’ 

As trustees, we take the position 
that as income from patients in- 
creases, philanthropy’s share of 
the total hospital costs, although 
shrinking, becomes increasingly 
significant. Philanthropy’s share of 
meeting hospital costs should be 
considered the “creative” 10 per 
cent of hospital income, so essen- 
tial for the full development of 
voluntary hospitals into modern 
centers for community health. This 
calls for an increased awareness of 
the broad health problems, which 
more and more leaders in the 
health field agreed are the new 
frontiers for modern hospital serv- 
ice. 

What are these broad areas of 
service? Mental illness must be 
placed near the top of the list. 


More than half of all hospital care 
in the United States is provided to 
patients with mental illness. To- 
day, we are told, 1 person in 10 
faces hospitalization for mental ill- 
ness. Twenty years ago it was only 
1 in 20. Many hospital and mental 
health authorities are urging the 
use of the top-flight facilities in our 
voluntary general hospitals for 
psychiatric care. The development 
of the tranquilizing drugs and oth- 
er improvements in the treatment 


-of emotionally ill patients are 


bringing certain aspects of mental 
illness within the proper sphere of 
many of our voluntary hospitals. 
We have recently integrated psy- 
chiatric services into St. Luke’s 
Hospital in. New York City, with 
facilities for 29 inpatients, and to 
my knowledge we have not expe- 
rienced the dire consequences that 
are frequently predicted by some 
hospital people. 

Another broad area of service is 
care of the chronically ill. Medi- 
cine has added years to our average 
life expectancy. This is a great 
blessing, but it means health agen- 
cies must take vigorous steps to 
deal with the chronic illnesses that 
rob us of full enjoyment of the 
added years. 


SERVICE TO THE CHRONICALLY ILL 


Services for the chronically ill 
call for strengthening departments 
of physical medicine, social service, 
and occupational and recreational 
therapy. In 1955 the professional 
services of medical social workers 
were available to patients in only 
18 per cent of all voluntary hospi- 
tals. Only 9 per cent of these hos- 
pitals indicated occupational ther- 
apy services.® These figures take on 
greater significance when we con- 
sider that medical leaders place 
heavy stress on the philosophy of 
rehabilitation. Fifty-six per cent 
of our voluntary hospitals were 
without physical therapy services.® 
These services are essential when 
general hospitals attempt to cope 
with the growing national need for 
chronic care. 

Almost all of the approaches to 
the grave new health problems and 
to more comprehensive, yet more 
economical, community service re- 
quire a ‘“‘tooling-up”’ process before 


they can be effectively employed. 


And this process costs) money. 
(Continued on page 93) 
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by FRED DOWLING 


OMMUNICATION SKILLS”’ tra- 

ditionally have consisted of 
writing, reading, speaking, and lis- 
tening. In classroom work, how- 
ever, there is not enough time to 
cover all four skill areas sepa- 
rately, so subject matter and pro- 
cedures are chosen to provide 
maximum carry-over among. all 
four skills. For example, organiza- 
tion of oral reports is taught so 
that the material pertains to writ- 
ten reports as well. Important as 
these four specific skills are, they 
are of little benefit unless they 
are accompanied by an awareness 
of the role and importance human 
relations plays in the communica- 
tive process. Thus 
‘ said that the general objective of 
training in communication skills 
is to make the student sensitive 
to the importance of communica- 
tions and to give him basic knowl- 
edge and skills to be a better com- 
municator. 

What does this training mean to 
hospital personnel in supervisory 
positions? Specifically, it mearis 
improvement in at least three 
ways: 
and understand the importance. of 
communications on the job; (2) 
they practice specific skills in as 
near to real-life circumstances as 


Fred Dowling is a member of -the De- 
partment of Communication Skills, Michi- 
gan State University, East Lansing. This 
article is based on material presented dur- 
ing the eighth annual Short Course for 
Housekeepers held in April-May 1956 at 
Michigan State University. 
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can provided; 


it might be. 


(1) they learn to recognize 


In order for a communication to be 
effective, words and actions must be 
chosen carefully so that the idea these 
words and \actions arouse in the re- 
ceiver is close enough to the sender’s 
idea that an‘ understanding results. 
Training sessions in communications, 
leadership, and problem solving should 
present basic theory but should also 
provide many opportunities to put 
theory into practice. 


and (3) they 
learn the most recent advances 
in problem-solving procedures. 


MUST UNDERSTAND IMPORTANCE 


Unless the supervisor recognizes 
the important role communications 
plays in his professional success 
much of his training in this area 
will be a waste of time. 

The attainment of this objective 
depends on the development of a 
realization that there is more to 
this business of communication 


than merely speaking nicely to — 


the other person. Instruction in 
communication should be focused 
on practical needs and all ex- 
amples and case studies should 
come from on-the-job situations. 

The challenge is to show how 
communications fits into the prob- 
lems of getting along with people. 
For instance, one principle is that 
one cannot transfer an idea from 
one person to another. All the 
sender can do is to choose his 
words and actions carefully so 
that the idea these words and 


A 


actions arouse in the receiver is 
close enough to the sender’s ideas 
that an understanding results. 

This principle is never discussed 
just by itself. Classroom discus- 
sions may wander or time” may be 
wasted in needless explanation 
merely because this principle is 
not understood. Before very long, 
however, students appreciate the 
fact that a receiver’s acceptance 
of the sender’s ideas depends on 
how well the sender has matched 
his appeals with the _ receiver’s 
experiences, and that to discover 
the receiver’s background and ex- 
periences is the first task of the 
sender. 


PRACTICE SESSIONS 


Successful communications 
training sessions must present 
many opportunities to put theory 
into practice. The theory must be 
tested constantly in the most 
realistic climate possible in order 
to approach full potential. | 

Most speech teachers and public 
speakers believe that no other 


type of communications training 


shows such quick and yet lasting 
results as training in impromptu 
speaking. This does not mean 
speaking without preparation, for 
there is much a person can do to 
prepare himself for this type of 
speaking. Training in quick pro- 
duction and organization of ideas 
is a skill required in many situa- 
tions ranging from a comment in 
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an administrative conference to 
answering a question in a com- 
mittee meeting. 

A training session in impromptu 
speaking may take this form: A 
two-page instruction sheet with 
various Oganization plans is given 
to each student. With this in front 
of him he is challenged to get up 
and talk—not “off the top of his 
head,’ but with an objective and 
an organizational plan in mind. 
For example, one way to organize 
a comment about whether a de- 
partmental staff should be en- 
larged is to trace the growth and 
need from the past to present and 
then, with this as a background 
estimate future needs. Simply by 
using the words “past,” “‘present,”’ 
and “future” as a framework to 
hang ideas on, the speaker not 
only presents unified thoughts in 
a clear fashion but also, through 
the confidence he gains by know- 
ing how he is going to arrange 
his ideas, expresses himself more 
fluently. 

Practicing impromptu speaking 
from the very beginning of train- 
ing gives results which both the 
observer and the participant find 
amazing. The carry-over in in- 
creased self-confidence is equally 
amazing. The greatest block to 
effective impromptu speaking is 
failure to postpone judgment of 
an issue or question until it has 
been thoroughly explored. More- 
over, prejudgment or early judg- 
ment are the biggest blocks to a 
thorough analysis of any situation. 


TRAINING IN LEADERSHIP 


In addition to learning to think 
and express himself more clearly, 
the supervisor can, through prac- 
tical exercises, develop the capac- 
ity to lead others, whether it be 
in a conference problem-solving 
session or an exploratory meeting. 

The problems here are different 
from those faced in impromptu 
speaking situations, and different 
skills are required. In situations 
involving leadership, much de- 
pends on how well the leader is 
aware of the communication prob- 
lems involved. For example, in 
the urgency of an interesting dis- 
cussion, questions of participants 
frequently are incompletely an- 
swered or even ignored. Unless 
the leader is sensitive to the effect 
of this and protects the questioner, 
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a good group member may be lost. 
If comments of participants are 
repeatedly ignored, a leader may 
alienate the confidence and willing- 
ness of members to participate. 
The problem of protecting a 
group member is just one of the 
many problems that can be dis- 
cussed in training of this type. 
Often within their own discussions 
students find that they illustrate 
the very fault they are discussing. 
This leads to a somewhat painful 
self-analysis which frequently is 
as frustrating as it is fruitful. For 
example, the group may be dis- 
cussing the importance of the 
leader maintaining control over 
the group when the teacher in- 
jects the question, “How do self- 
appointed leaders arise to control 
a group?” By thinking on their 
own or by referring to printed 
instructional material, students 


may respond that participants 
sometimes become leaders’. by 
speaking often, intimidating 


others, or simply by sitting at the 
head of the table. The next ques- 


tion to be asked by the instructor . 


is whether or not these things have 
happened in the present discus- 
sion. The students think back and 
realize that they were unaware of 
what was happening. 

Giving members a chance to 
lead while the group discusses 
leadership provides a_ valuable 
communication experience. With 
the teacher acting as observer and 
leader, the evaluation focuses on 
such questions as, “Where did we 
bog down and why?” or ‘What 
differences did seating arrange- 
ment or physical characteristics of 
the room make?’ Once the group 
is told of previously unnoticed in- 
fluences, others are more quickly 
noticed. 

Although the number of these 
exercises is limited by time, the 


student is able to develop a de- 


gree of awareness of the problems 
of leadership in communication 
situations. 


CREATIVE THINKING 


The newest and most valuable 
addition to present knowledge of 
problem solving is included in the 
creative thinking technique. 

Creative thinking is the ability 
to get ideas. The techniques in- 
volved, however, are much more 
complicated than the simple defi- 


nition indicates. Three principles 
are the basis of creative thinking. 

The first principle is that people 
working in groups will be more 
creative—more adept at solving 
problems—than the same number 


of people working individually. 
People working together at a mu- 
tual problem tend to stimulate 
each other. This is not a new idea, 
perhaps, but the techniques de- 
veloped to provide greater stimu- 
lation are new. One of the tech- 
niques, known as “brainstorming,”’ 
is being discussed more and more 
as business and professional people. 
become aware that creative think- 
ing might determine their ulti- 
mate success or failure. 


THE MORE IDEAS THE BETTER | 


The second principle of creative 
thinking is that the more ideas or 
possible solutions a group gets the 
better the chance that the best 
solution will be found. The real 
value in problem-solving training 
is the demonstration of numerous 
Ways a group can be stimulated to 
produce more ideas. 

The third principle of creative 
thinking is that people working in 
groups will be more successful if 
they delay judgment of suggested 
solutions until all suggestions are 
heard and noted. A group which 
stops to examine, and perhaps 
argue about, a suggested solution 
often fails to get beyond that lone 
suggestion. On the other hand, if 
all suggestions are heard before 
any are examined, two advantages 
are gained: First, more ideas are 
presented in less time. Second, 
group members get ideas from the 
ideas of others; sometimes a use- 
less idea brings to mind a very 
useful idea. 

If judgment is postponed, more 
people will participate simply be- 
cause they know the ideas they 
suggest will be accepted and not 
ridiculed. It is extremely difficult 
to get people to overcome their 
fear of making a mistake, of sug- 
gesting something ‘‘silly.’’ In 
teaching creativity, therefore, it is 
important to establish an atmos- 
phere in which no idea is “silly” - 
when one is trying to be creative. 
Once class members realize that 
a “silly” suggestion or idea may 
pay off or lead to a useful answer, 
the ideas come faster and more 
freely. 
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work simplification techniques make... 


easy methods not so hard to find 


by ADDISON C. BENNETT 


DISCUSSION is offered as a 
possible aid to administrators 
improve- 


interested in methods 


ment. 


_ The administration of the New 


York Hospital, recognizing the 
need for further development in 
the areas of methods improvement, 
cost reduction, organizational com- 
munications, employee relations, 
and supervisory training, sought 
out all possible solutions. Theirs 
was not a novel problem: The serv- 
ices of management consultants 
and experts in the field of super- 
visory training had been utilized 
in the past. 

An examination of their own in- 
ternal characteristics and condi- 
tions, and a thorough investigation 
of resources available to meet 

Addison C. Bennett is methods coordi- 
‘nator of the United Hospital Fund of New 
York, and formerly administrative assist- 
ant responsible for work simplification 


activities, Society of the New York Hos- 
pital, New York City. 
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The common sense philosophy be- 
hind a work simplification program is 
basically: “Find a better and easier 
way of doing work.” To put it into 
effect within the hospital framework, 
these essential points should be in- 
cluded: top administration must ap- 
prove and actively support it; employ- 
ees at all levels must cooperate and 
contribute to the program; and tools 
and techniques used in setting up the 
program must fit the needs and con- 
ditions of the individual hospital. 


their needs, resulted in the deci- 
sion to introduce the approach— 
known as work simplification. 
The underlying principles and 
meaning of true work simplifica- 
tion have not changed since they 
first evolved from the thinking and 
imagination of Allan H. Mogensen, 
who defined it as, “the organized 
application of common sense to 
find better and easier-ways of do- 
ing work.”’ He has since added the 


words, “on the part of everyone 
concerned,” because of improper 
application and interpretation by 
many contemporaries. 
The technical part of work sim- 
plification is not new. It is the phil- 
osophy which is. comparatively 
new. The philosophy is, first, that 
organizational problems can be re- 
duced to simple steps. Second, that. 
management can directly control 
efficiency by training each individ-— 
ual employee in the science that 
applies to his type of work, and 
by making him responsible for be- 
ing continually alert for possible 
improvements. Under this plan 
there is a reaching down from the 
top for improvements and ideas. 
For the employee, work simpli- 
fication means the elimination of 
useless motions, fatigue, boring 
and useless work. For hospital ad- 
ministration, it means lower costs 
through increased efficiency, as 
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_) pointers to keep in mind in planning 
a methods improvement program 


1. Design and develop a program of methods improvement 
that will meet your own hospital needs and conditions. Do not 
attempt to transplant techniques without careful discrimination, even 
though they have proven successful in other organizations. 


2. Techniques successfully tested in industry, do not guarantee | 


useability in a hospital organization. Although hospitals are not 
different in their need for the concepts and principles of scientific 
management, they are different enough to require modifications and 
‘special adaptations in the introduction of these principles. 


3. Once the members of top administration determine the ap- 
proach to be taken, they must outwardly indicate their endorsement, 
and continue to actively and enthusiastically support the methods im- 
provement plan. 


4. To obtain sound and substantial results, the road to greater 
efficiency should be engineered from a long-range viewpoint, rather 
than from a quick, direct and impatient approach, which may prove 


harmful to employee morale. 


5. Whatever the plan or program decided upon, place upon it 
the importance and stature it deserves, and continue to direct and 
fashion its every activity with the utmost care and thought. 


6. Make cost-cutting and waste elimination the job of every 
person in the organization by developing the ability and desire on 
the part of the individual who is doing the job. The requisites are: 
adequate training, guidance, and follow-through. 


well as improved morale and pa- 
tient care and service. 


DYNAMIC PHILOSOPHY 


Work simplification is a way of 
thinking, a philosophy which is 
dynamic, not static; and which will 
work if the following principles 
are recognized: 

1. The collective brainpower of 
individual employees is a great 
potential asset. 

2. Through well-planned train- 
ing, the potential brainpower of 
the individual can be made effec- 
tive. 

3. By providing incentive, ad- 
ministration can induce the indi- 
vidual to utilize this ability. 

4. Channels for employees’ ideas 
are essential. Their ideas must 
reach the levels of administration 
which can measure the value of 
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such ideas, and effect their instal- 
lation. 

A work simplification program 
was launched at New York Hos- 
pital in 1955. The activities and 
events, viewed in retrospect, pro- 
vide invaluable experiences. 

One of the first requirements for 
a successful work simplification 
program is that the top echelon 
must be completely sold on the 
desirability of such a program. It 
is not enough that they think work 
simplification would be a_ good 
thing. They must actively and en- 
thusiastically support the program. 

Here is the way support was 
obtained in the New York Hospi- 
tal. The director invited the mem- 


bers of the administrative policy 


committee (associate directors, di- 
rector of nursing, comptroller, per- 
sonnel director), dean and business 


manager of the Cornell Medical 
College, and the secretary and 
treasurer of the Society of the New 
York Hospital to attend six, two- 
hour conferences on work simpli- 
fication. 

No adequate job of work simpli- 
fication can be accomplished unless 
employees are in complete sympa- 
thy with the program. This calls 
for a full and frank explanation of 
the program at the start of the 
undertaking, and patient, on-the- 
spot efforts to gain each worker’s 
confidence. This is to encourage 
him to carry out his part in the 
program, not only as a cooperator, 
but as a contributor. 

Naturally, the first question that 
comes to the minds of employees 
when such a program is initiated » 
is: “‘What effect is this going to 
have on me?” 

“How will it affect the stability 
of my job?” These and other sim- 
ilar questions were answered by 
the director in a letter appearing 
in the hospital’s publication, The 
Pulse. It read in part: ; 


“No employee of this hospital 
need fear the loss of employ- 
ment as the result of work sim- 
plification improvements.” 


A hospital-wide program of this 
kind will not succeed unless it has 
the wholehearted support and co- 
operation of department heads and 
supervisors. One must select the 
groups who will receive the first 
training. The first group selected at 
the New York Hospital to attend 
the work simplification conferences 
included department heads of the 
nursing and service departments, 
their assistants, and members of 
the medical staff. 


STAFF CONFERENCES 


A work simplification committee 
in nursing service was established 
and invited to attend a special se- 
ries of conferences. This group of 
15 nursing supervisors has been 
very active in the use of the scien- 
tific tools and techniques in ap- 
proaching major studies. In ad- 
dition to the above mentioned 
groups, all personnel of four nurs- 
ing units (staff nurses, auxiliary 
personnel, maids, pantry workers) > 
and ‘all employees of the central 
sterile supply department also 
were invited to attend the con- 
ferences: on work simplification. 

At the close of this series of ses- 
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sions, held specifically for the non- 
supervisory personnel, a decision 
had to be made as to what follow- 
through methods would prove most 
effective. Out of the initiative and 
original thinking of the supervi- 
sors of these four nursing units 
came the development of this fol- 
low-through pattern: 

1. Weekly or biweekly work sim- 
plification meetings held by the 
nursing supervisor on each of the 
units. Attending these sessions are 
the head nurse, staff nurses, auxil- 
lary personnel, and maids. The die- 
titian may be invited whenever a 
kitchen problem arises. 

2. Biweekly work simplification 
meetings held by the dietitians 
with their pantry workers. 

3. The central sterile supply su- 
pervisor works closely with the 
individuals on her staff in devel- 
oping improvements on the job. 

4. Building service department 
head meets periodically with the 
housekeepers concerned with the 
four nursing units. 

5. The nursing supervisors and 
the dietitians meet monthly to dis- 
cuss over-all progress. 

The above pattern re-emphasizes 
the important part played by the 
immediate supervisor in strength- 
ening the efforts of the program. 

This decentralization of responsi- 
bility for improving and simplify- 
ing work will grow as_ work 
simplification activities spread 
throughout the hospital. | 


Various means of recognition te 


stimulate employee interest and 
activity have already taken form. 
Monthly work simplification news- 
letters enable administration to 
publicize the individual efforts of 
those who have made a contribu- 
tion. Hospital-wide recognition, 
through the use of motion pictures 
is being developed. Contributors to 
the program have already been in- 
vited by the director to attend work 
simplification ‘luncheons. On these 
occasions they are presented with 
a certificate of recognition, a copy 
of which is placed in the perma- 
nent personnel file of the recipient. 
These are just initial steps toward 
an even greater effort of creating 
desire and enthusiasm for seeking 
better ways of doing the job. 
Past efforts have concentrated 
on laying a sound foundation to a 
- new approach and program which 
is to .be an integral part of the 
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hospital organization. The admin- 
istration looks to the future, with 
a stronger belief than ever, in the 
innate ability of the individual em- 
ployee to help find ways of provid- 
ing better patient care and service. 

One of our nation’s top indus- 
trialists recently made this state- 


_ ment: “In all progress, the great 


problem, the great question, is how 
to develop, within the framework 
of the group, the creative genius 
of the individual.’ 


DEVELOP THE INDIVIDUAL 


Individual achievement does re- 
main the most important ingredi- 
ent in our modern organization, 
and today more than ever top 
management must somehow guar- 
antee the encouragement and fruit- 
fulness of the individual employee. 

Through the hospital-wide work 
simplification program, the admin- 
istration of the New York Hospital 
is consulting employees at every 
step of the way, and affording 
them the opportunity of express- 
ing their ideas. 

‘Crawford H. Greenewalt, president of E. I. 
delivered at 70th annual 


American Newspaper Publishers Associa- 
tion, May 1956. 


There are times, of course, when 
the services of an outside expert 
are required—the architect, the 
manufacturer, the materials han- 
dling engineer, the elevator tech- 
nicians—their trained skills and 
experience prove invaluable in 
solving specific problems. But, for 
over-all methods improvement and 
simplification, the New York Hos- 
pital is training, encouraging, and 
assisting their hospital workers in 
finding the best way of doing 
their job. After all, these “inside 
experts” are familiar with day-to- 
day hospital problems, and are in 
a unique position to offer sound 
and workable proposals for im- 
provement. 

In the present day task of ad- 
ministering a hospital organization, 
whether it houses 100 or 1,000 beds, 
there appears the need for added 
development in both supervisory 
and nonsupervisory levels of per- 
sonnel. There isa need for all em- 
ployees, regardless of their task, 
to: experience a greater feeling of 
belonging, further appreciation 
and recognition of the values of 
interdependance among depart- 
ments. 


—the administrator as a pilot 


. . » Methods improvement is not a panacea for all managerial and 
administrative ill, neither is it a ‘‘gimmick” to run the entire hospital. 
It is a sensible, industry-proven method for aiding the hospital ad- 
ministrator to improve some of the functions of the hospital, and it 
should be a cooperative effort of the entire hospital staff with the 
administrator as the leader. The most important responsibility of the 
administrator is to get the job done, and methods improvement can 


help him get the job done. 


If we assume a supervisory position and do not attempt to improve 
the methods used to accomplish the assigned mission, we are like 
the old barnstorming pilot who flew by dead reckoning. The present- 
day intelligent administrator who analyzes his mission, programs his 
work, determines the requirements of the position, and continually 
evaluates the methods used is ready to set his course towards man- 
-agerial responsibilities. He is like the modern pilot who flies with a 
predetermined flight plan and is guided by accurate instruments. 
Thus, in attempting to accomplish methods improvement there should 
be a preconceived and developed program which will create interest 
and participation in the improvement program.—from an address by 
Lt. Col. John R. Kelley presented at the 11th Interagency Institute for 
Federal Hospital Administrators, Washington, D.C. _ 
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Mofessional practice 


identifying surgical 


dressing problems helps solve them 


OMMERCIAL MANUFACTURERS 

have placed a wide variety of 
dressing materials on the market, 
many of which help the profes- 
sional person as well as the lay- 
man dress wounds with great ease 
and efficiency. Still, with the de- 
sire to improve patient care, in- 
vestigations continue to seek new 
and better materials for dressing 
wounds and for securing dressings. 
Radical chamges in care — early 
ambulation, for example—and new 
surgical techniques create new 
problems and the need to find ways 
to solve them. 


PLAN OF THE STUDY 


Purpose of the study to be de- 
scribed here was to identify com- 
mon problems encountered by 
nurses and patients in relation to 
surgical dressings.* After common 
problems were identified, a plan 
for seeking the solution of these 
problems was proposed. 

The investigators elected to study 
dressing of wounds having profuse 
drainage and long-term dressings, 
fixation of dressings and patient 
self-care of dressings. Only co- 
lostomy, cecostomy, ileostomy and 
radical mastectomy wound dress- 
ings were studied. 

Two hospitals participated: New 
York Hospital-Cornelh Medical 
Center, a large general hospital 
(1,105 beds), and Memorial Cen- 
ter for Cancer and Allied Diseases, 
a smaller, specialized hospital (273 
beds). Sixty-one graduate nurses 


' employed in divisions of the hos- 


LuVerne Wolff, R.N., is a research as- 
sociate at the Institute of Research and 
Service in Nursing Education, Teachers 
— Columbia University, New York 

ity. 

*This study was requested and subsi- 
dized by the Johnson and Johnson Com- 
pany, New Brunswick, N. J. 
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by LUVERNE WOLFF, R.N. 


In recognition of the need for con- 
tinuing research to discover new and 
better materials for dressing wounds 
and securing dressings, a group of 
New York researchers studied the 
dressing of long-term wounds having 
profuse drainage, fixation of dress- 
ings, and care of dressings by the pa- 
tient. Nine major problems relating to 
surgical dressings were identified. One 
conclusion of the study was that econ- 
omy and improved care can _ result 
when persons applying dressings as- 
sist in identifying and solving nursing 
problems. 


pitals where patients required the 
kinds of dressings under considera- 
tion were asked to complete ques- 
ionnaires. A check on answers 
given in the questionnaires was 
provided by direct observations of 
three experienced nurses consid- 
ered well qualified to make ex- 
pert judgment and inferences in 
relation to surgical dressings. 


STUDY FINDINGS 


The most frequently mentioned 


_ problems relating to surgical dress- 


ings were: | 

1. When drainage from a wound 
is profuse, the use of presently 
available dressings in effective 
quantities results in a bulky and 
heavy dressing that is generally 
uncomfortable for the patient and 
tends to slip out of place readily. 
In many cases the use of various 
moisture-resistant materials for 
covering dressings has not been 
satisfactory. 


2. Unsatisfactory and uncom- 


fortable dressings result when 
adaptation of available materials to 
fit-and cover wounds in certain 
body areas is poorly planned. If 
dressing materials and materials 
for securing dressings have been 


designed for a certain body area, 
dressing a wound is relatively 


simple and convenient. Even when 


such materials are not available, 
oftentimes the dressing often can 
still be satisfactory if available 
materials are adapted for use with 
ingenuity and creativity. For ex- 
ample, some persons have difficulty 
securing dressings with available 
binders for an ambulatory patient 
who has profuse drainage from an 
abdominal wound, while others 
use the same binders effectively. 

3. When a stoma is present, there 
is a problem of protecting it from 


irritation. Doughnut-shaped dress- 


ings around the stoma are difficult 
to secure. In some instances these 
dressings have been noted to pre- 
dispose to infection around the 
base of the stoma. 

4. Adhesive often irritates the 
patient’s skin and is difficult to 
remove without further irritation. 
Compound tincture of benzoin, the 
most commonly used preparation 
for protecting the skin prior to 
applying adhesive, has been found 
to dry slowly, remain sticky and 
stain linen. Ether, the most com- 
monly used preparation for re- 
moving adhesive gum from the 
skin, has an odor unpleasant both 


for patients and nurses and is dry- 


ing and irritating to the skin. In 
addition, ether is very flammable, 
thus creating a fire hazard. 

5. The ointments and pastes for 
caring for the skin around drain- 
ing wounds are difficult to remove, 
especially when the skin is irri- 
tated or excoriated. 

6. Many nurses have difficulty 
in securing dressings satisfactorily 
as the patient’s activities increase. 

7. Nurses participating in the 
study indicated that patients fre- 


HOSPITALS, J.A.H.A. 


= 


Now Polysals 


FOR I. V. THERAPY 


The addition of a new Polysal now provides balanced electrolyte 
_ solutions for both replacement and maintenance. | 


For REPLACEMENT 


Polysal 


(REGULAR) 


- Balanced in terms of plasma electrolyte con- 
tent, this high sodium solution is ideal in the 


treatment of dehydrated and depleted pa-— 


tients by replacing lost sodium and affecting 
immediate improvement in blood volume and 


circulatory status. 


Write for literature 

Simplify for Safety with 
since N 

cutrrern| Polysal & 
Polysal-M 


CUTTER LABORATORIES, Berkeley, California 


*Talbot, N. B., Crawford, J. D., and Butler, A. M., “Homeo- 
static Limits to Safe Parenteral Therapy.'’ New Engl. J. Med., 
248, 1100 (1953). 
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For MAINTENANCE* 


Balanced in terms of daily body needs for electro- 
lytes, carbohydrates and water, this Maintenance 
solution is ideal for patients whose oral intake of 
food and water is restricted. 

Polysal-M prevents the development of serious defi- 
cits which may occur in patients needing prolonged 
I.V. therapy by supplying the daily requirements in 


safe amounts. 


4w-TOOTH” 
Effect Eliminated 


This single solution delivers a smooth, uniform infu- 
sion, free from sharp peaks caused by daily infusion 
of several different-type solutions — thus preventing 
over-loading, water intoxication, edema formation. 
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MEDICAL GASES 


closing the eyes of pain! 


The precious balance of human life during sur- 
- gery is in the hands of the skilled members of the 
surgical team—many of whom depend upon Ohio 
Chemical high purity medical gases. As an ac- 
cepted member of the hospital team, inhalation 
anesthetic agents play an increasingly important 
part in the effort to “close the eyes of pain.” 
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or the hospital team |! 


_ The history of anesthesia began, as implied in 
Genesis, with the first man. Human efforts moved 
slowly from herbs and juices, through alcohol and 
mesmerism, to the safe and efficient anesthetic 
agents of today. Ohio Chemical, largest producer 
of medical gases, is proud to be playing a pioneer- 
ing part in this never-ending story. 


During the last half century, Ohio Chemical 
was privileged to first make available commer- 
cially such inhalation anesthetic agents as ethy- 
lene, cyclopropane and its latest contribution — 
Vinamar®. Ohio Chemical’s specifications for pur- 


THE OHIO CHEMICAL 
LABEL on the cylinder of cyclo- 
propane is your assurance of 
purity and uniformity beyond 
the usual standards. Rigid spec- 
ifications for raw materials, indi- 
vidual tests for purity during all 
stages of production and final 
analytical tests on the contents 
of each cylinder insure cyclopro- 


pane at least 99.5% pure — 


greatly exceeding USP require- 
ments. 


VINAMAR, ¢ recently intro- 
duced inhalation anesthetic agent, 
is recommended for rapid, smooth 
induction; prolonged, even main- 
tenance of light planes of anes- 
thesia, and supplementation of 


other anesthetic agents. It is 
adaptable to all techniques and 
equipment, and allows unevent- 
ful change-over to other anes- 

- thetics. It is well tolerated, espe- 
cially by infants, and allows 
quick emergence. 


ity and uniformity set standards that not only 
meet, but exceed USP requirements. 


Prompt, dependable delivery is assured by a 
nationwide network of Ohio Chemical Branch 
Offices and Authorized Dealers. The “Ohio” sta- 
tion wagon brings the personal service of a repre- 
sentative within easy reach of your hospital. 


PRODUCTS 


MEDICAL GASES ®© THERAPY OXYGEN 
CENTRAL PIPELINE SYSTEMS 
ANESTHESIA AND ANALGESIA APPARATUS 
OXYGEN THERAPY AND RESUSCITATION EQUIPMENT 
STERIL-BRITE FURNITURE © SURGICAL SUTURES AND NEEDLES 
STILLE SURGICAL INSTRUMENTS 


A NEW COMPREHENSIVE MEDICAL GAS 


CATALOG, especially designed as a valuable refer- 
ence source on inhalation anesthetic agents is now 
available. Text, charts, and illustrations cover historical, 
manufacturing, purity, physical 
and clinical data on all medical © 
gases—plus safety color coding, ~ 
sizes, weights and dimensions 
of cylinders. To obtain your 
copy, please write Dept. H-2. 


‘Service is Ohio Chemical’s Most Important Commodity” 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
MADISON 10, WISCONSIN 


Ohio Chemical Pacific Company, Berkeley 10, Calif. 
Ohio Chemical Canada Litd., Toronto 2 
Airco Company International, New York 17 
Cia. Cubaftia de Oxigeno, Havana 


(All Divisions or Subsidiaries of 
Air Reduction Company, Incorporated) 


At the frontiers of progress you'll find An Air Reduction Prodact . . . Ohie: Medical Gases and hospital equipment * Airce: Industrial gases, welding and cutting equipment, and acetylenic GSD 
chemicals © Purece: Carbon.dioxide. liquid solid (‘‘Dry Ice’’) * National Carbide: Pipeline acetylene and calcium carbide + Celten Chemical: Polyviny! acetates, alcohols and other resins. : | 
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quently are concerned about the 
odor from dressings and the dis- 
comfort of wearing them. They 
fear that their clothing will be 


soiled, that dressings will slip out . 


of place and that families and 
friends will react unfavorably to 
the dressings. 

8. The observers ndted problems 
related to the inconvenience and 
loss of time for nurses in gathering 
various materials for a dressing, 
the inconvenience for patients at 
home of purchasing various mate- 
rials in varying amounts, and the 
reported high cost of dressings. In 
view of these findings, the ob- 
servers recommended that con- 
sideration be given to the prepara- 
tion of packaged dressings. 

9. All the problems mentioned 
above were reported as more acute 
when dressings were required for 
long periods. 

Nurses who participated in the 
study indicated that more and 
more they were being expected to 
make judgments about matters 
which were rarely their responsi- 
bility a decade or two ago. For 
example, decisions concerning the 
manner in which the skin around 
a draining wound is protected and 
cared for if it becomes irritated 
or excoriated are often left to the 
nurse’s judgment. Orders concern- 
ing dressings given by the physi- 
cian offer few if any details con- 
cerning skin care. It is frequently 
the nurse who decides which oint- 
ment or paste is used to protect 
the skin and to care for irritated 
or excoriated skin. 


NURSES AND PATIENT CARE PROBLEMS 


The investigators believe that 
the primary purpose of the study 
—identifying the common prob- 
lems related to surgical dressings 
that need study in order to im- 
prove patient care—was achieved. 
From the study came an increased 
conviction that nurses have a great 
contribution to make to the nurs- 
ing care of patients in hospitals by 
pointing out and studying prob- 
lems that need to be tackled to 
improve patient care. 

The study illustrated one role 
in research which nurses are 
uniquely prepared to assume in 
order to point the way toward 
improved patient care. Possibly 
no one is in a better position to 
describe problems encountered 


52 


with a nursing procedure than the 
nurses responsible for its execu- 
tion. As nurses learn to participate 
and to conduct systematic studies, 
chance discovery and accidental 
invention will be replaced by 
scientific knowledge that will guide 
the nurse’s action in meeting pa- 
tients’ needs. 

The hospital administrator also 
is an important member of the 
team concerned with improving 
patient care. The study under con- 
sideration here demonstrated that 
nurses can assist the administrator 
in identifying problems with which 
he has particular concern. For ex- 
ample, findings which identify 
materials that particularly 
effective or prove others to be in- 
effective assist the administrator in 
purchasing supplies wisely. Find- 
ings having to do with supplies can 
mean economies that may other- 
wise ‘escape notice. In addition, 
systematic analysis of procedures 
can assist the administrator in 
discovering instances of waste 
motion. 


COMPARATIVE STUDY FINDINGS 


Dorothy M. Morgan, R.N., has 
described a study on_ surgical 
dressings conducted at the Univer- 
sity of Chicago Clinics.**Although 
her study and this study had dif- 
ferent purposes, the findings and 
recommendations similari- 
ties. 

Both studies consulted the liter- 
ature and found that little sys- 
tematic study had been given to 
problems associated with dress- 
ings, even though helpful sugges- 


tions and possible clues to the 


*“Rule of Thumb Isn’t Enough!’’ HOS- 
PITALS, J.A.H.A., October 1954. 


solution of certain dressing prob- 
lems could be found. 

The studies revealed that nurses 
frequently improvise and adapt 
available dressing materials and 
that improvisations often prove 
expensive and time-consuming. In 
the New York study it was found 
that adaptations may be necessary 
when the hospital has not stocked 
appropriate materials. In other in- 
stances, it was found that nurses 
were making: adaptations because 
they were unfamiliar with the use 
of certain materials and used them 
improperly or not at all. 

Experimentation with prepack- 


aged dressing materials was re- 


commended in the present study. 
The University of Chicago Clinics 
study included some experimen- 
tation in relation to a prepackaged 
“heavy drainage pack” and re- 
ported that “patient comfort, ease 
of application, reduction in nurs- 
ing time and costs—all these needs 
have been satisfied.” 

The article describing the Uni- 
versity of Chicago Clinics study 
summarized some of the values of 
careful and systematic study, as 
opposed to the “rule of thumb” 
method of solving problems. Both 
studies concluded that improved 
patient care as well as economy 
in time and money can result when 
persons using and applying dress- 
ings assist in identifying and solv- 
ing nursing problems. With the 
relatively recent emphasis on re- 
search in nursing, the two studies 
serve to illustrate how nurses can 
participate in studies which lead 
to improved patient care and 
added efficiency in the administra- 
tion of nursing services. " 


NOTES AND 


COMMENT 


The excerpts which follow are 
taken from papers presented at the 
October 1956 Clinical Congress of 
the American College of Surgeons. 


Urges wider education 
in treatment of wounds 


A campaign to acquaint the pub- 
lic with a few basic facts about the 
treatment of open wounds result- 
ing from accidental injury was rec- 
ommended here yesterday by Dr. 
Michael L. Mason of Chicago, pro- 


fessor of surgery at Northwestern 
University and secretary of the 
American College of Surgeons. 
“Accidents take about 100,000 
lives a year, cause 400,000 to 500,-. 
000 severe injuries, and probably 
total close to 10 million injuries 
in the aggregate,” he said. | 
“If some of the diseases for. 
which special campaigns have been 
set up caused one-tenth the loss 
of life, misery, financial loss and 
disability as trauma, the country 
would go hysterical in campaigns 
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HOSPITALS 


work papers fast! 

lobe.) 

the dial does it! 


Chas. E. J 
po DIAL-A- MATIC 4 


Makes instant photocopies of anything written, printed, 
typed, drawn, or photographed—right in your own office. 


Hospitals throughout the United States have accepted Apeco 
Auto-Stat as standard equipment to handle their many applications 
for copying. It makes exact photo copies of anything in seconds. 
With the new all-electric 1957 Apeco Dial-A-Matic. Auto-Stat you 
can get clear, bright, sharp black on white copies and it’s so easy. 
The magic touch dial control assures a perfect copy every time. 
Styled in polished, gleaming, stainless steel—the Apeco Auto-Stat is 
handsome, light weight, and compact. It copies any original up to 
15” wide—any length or color on opaque or transparent paper— 
printed on one or both sides. It offers hundreds of time and money 
saving uses for every hospital and is priced well within the budget 
of even the smallest institution. 


Mail this airmail postage 
paid card for 


NEW FREE BOOK 


Plus a special report on how 
Hospitals use Apeco Auto-Stat Copying. 


NWA 


FIRST CLASS 
Permit No 26670 
Sec 349P 
Chicago 26. 


Vie Air Mail 


BUSINESS REPLY CARO 


No postage stomp necessary if mailed in the United Stotes 


5¢ postage will be paid by — 


ERICAN PHOTOCOPY EQUIPMENT CO. 
1920 W. Peterson Ave. 
Chicago 26, Ill. 


On How Hespitals 
Use Apece Avute-Stat 
Copying 
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A SPECIAL REPORT 
ON HOW YOU CAN USE 


APECO AUTO-STAT COPYING 


Find out how you can save time and money efficiency of your operation. You, as well 

with the revolutionary all-electric 1957 | as every member of your staff, should _ ; 
Apeco Dial-A-Matic Auto-Stat. Now ready read this important factual report: Mail the ioe 
...@ new special report—the results of | __ postage paid reply card today for your 

a thorough study of hospitals’ copying re- report. It will be sent to you by return mail, 

quirements. it is packed with facts and along with the new book explaining Apeco 


specific applications that will increase the -—-_ Auto-Stat copying in complete detail. 


“ 


Find Out 


How other Hospitals 
are now using the 
Apeco Dial-A-Matic 
Auto-Stat to speed 
production and cut 
costly paper work 


Find Out 


The many applications 
in your institution for 
Apeco Auto-Stat 
copying that will 
increase efficiency and 
save time and money. 


These industry-by-industry reports are inval- 
vable shortcuts to finding profitable uses for 
Apeco Auto-Stat copying, no matter what 
your business. They are the results of a de- 
partment devoted to application research in 7 ands 
every type of business and profession. 7 Qhy 


American Photocopy H-27 
Equipment Co. 

1920 W. Peterson Ave. 
Chicago 26, Illinois 


Rush me without obligation your new 
free book on the improved all-electric 
1957 Apeco Dial-A-Matic Auto-Stat 
plus the special report on how Hospitals 
can use Apeco Auto-Stat copying. 


Company | 
plus a special report on how hospitals 
City Zone State Auto-Stat copying. Mail the 
Individual Title | postage paid airmail reply card today. 
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in Canada: Apeco of Canada itd., 134 Park Lown Rd., Toronto, Ont. 


TEAR OUT THIS CARD 


AMERICAN PHOTOCOPY EQUIPMENT CO. 
CHICAGO 26, ILLINOIS 
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to eradicate the disease and to 
train doctors in its management.” 

Fundamentals in the care of 
open wounds have remained the 


same for many years, Dr. Mason 


said. They are: cleaning the wound 
and prevention of infection, re- 
moval of damaged tissues, stopping 


bleeding, closing the wound, and 


providing rest. and_ supportive 
measures -such nourishment, 
fluids and transfusions. 

Dr. Mason criticized physicians 
and surgeons for carelessness in 
the treatment of wounds and over- 
dependence on antibiotic drugs to 
prevent infection. | 

More wound infections occur be- 
cause of rough handling of tissues, 
indiscreet use of suture material 
and the failure to remove devital- 
ized tissue than from the lack of 
specific supportive and antibac- 
terial therapy, he reported. 

Contrary to the common concept, 
wound infections are more often 
produced during treatment than 
at the time of the injury, Dr. 
Mason said. 

The occurrence of infection in 
wounds is not materially affected 
by the use of antibiotic drugs, he 
said. “It. is my feeling that anti- 
biotics are. still) used as a crutch 
to compensate for laxity of tech- 
nique and reluctance to take prop- 


er ‘precautions in dressing wounds’ 


and in caring for them generally,” 
he said. 

Noting the development of bac- 
terial strains resistant to antibi- 
otics, Dr. Mason added: “There is 
probably nothing we can do to pre- 
vent the development of these re- 
sistant strains. We could probably 
slow up the process appreciably by 
less prophylactic use of the anti- 
bietic drugs. However, it seems im- 
possible to curb their use and to 
ask that judgment be used in pre- 
scribing the antibiotics.” 


He said carefully controlled case | 


studies have shown that the local 
use of sulfonamides or of penicillin 
in.the long run does not materially 
change the end results of open 
wound care. Antibiotics adminis- 
tered by mouth or intramuscular 
or intravenous injection may have 
some general effect in preventing 
the spread of infection, Dr. Mason 
acknowledged. 

Nutrition of the patient is also 
important in the treatment of open 
wounds, it was pointed out. A high 
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protein diet favors wound healing, 
while large amounts of fat in the 
diet appear to retard or slow up 
healing, Dr. Mason said. Contrary 
to popular impression, he added, 
“age has .little effect on healing 
except to slow it up a bit.” s 


Respirator recommended 
for major surgery patients 


Use of a respirator on patients 
undergoing major surgery was 
suggested as a safeguard against 
sudden heart stoppage. 

By use of a mechanical device 
to automatically inflate the lungs 
at a fixed rate and volume, said a 
University of Mississippi surgical 
team, it may be possible to prevent 
poor' lung ventilation during an- 
esthesia, a major cause of cardiac 
arrest. 

Studies in which the ventilator 
was used on 15 patients were re- 
ported by James D. Hardy, M.D.; 
John O. Dampeer Jr., M.D.; M. Don 
Turner, Ph.D.; and Glace E. Bit- 
tenbender, M.D. 

No anesthetic difficulties were 
encountered in this group, where- 


as in a control group of 15 patients: 


where no ventilator was used, two 
encountered difficulty on the op- 
erating table because of inadequate 
ventilation. a 


Obstetrician criticizes 
modern delivery position 


An obstetrician called for a re- 
turn to the ancient practice of 
mothers delivering their babies in 
a propped-up, sitting position. 

He said the present supine posi- 
tion is “a new-fangled fad” that 
has been adopted for the conven- 
ience of doctors and nurses but is 
less mechanically efficient and 
comfortable for the mother her- 
self. 

Dr. Michael Newton of the Uni- 
versity of Mississippi School of 
Medicine said he has had 86 of his 
patients deliver from semisitting 


' position with the back curved. This 


was done by fitting a back rest to 
the conventional delivery table. 

“The angle of the back rest can 
be adjusted,”’ Dr. Newton said. “Up 
to the present time we have used 
an angle of 20 to 40 degrees, but 
this may not be enough and we 
plan to increase this angle in fu- 
ture studies.” 

Other advantages, he said, were 
“increased ability to the patient 


to see and hold her baby immedi- 
ately after the delivery” and in- 
creased ability of the patient to 
cooperate “since she is not lying 
flat and out of the picture.” 

Modern day supine position is a 
disadvantageous one, Dr. Newton 
said, since the effective force of the 
expulsive effort is misdirected. Part 
of it is dissipated in pushing the 
abdominal wall forward. : 

“At first it was thought that an- 
esthesia might represent a prob- 
lem,’’ Dr. Newton said. “It does so 
only if deep general anesthesia is’ 
required; then the supine position 
is of great help to the anesthetist. 
However, the vast majority of nor- 
mal obstetrical patients do not re- 
quire deep anesthesia. When deep 
anesthesia is necessary, the back 
rest can be put down quickly and 
easily.” 

Most of the 86 patients pro- 
gressed with little need of anes- 
thesia. 


Fabrics evaluated for 
protection against burns 


Snug-fitting clothing made of 
wool, synthetic fibers or of cotton 
treated with flame retardants was 
described as the best protection 
against flash burns. Loose fitting 
garments allow free circulation of 
oxygen between fabric and skin 
and make any burn much more 
severe. 

This advice was implied in a 
report presented by George D. Zui- 
dema, M.D.; Neville P. Clarke, 
D.V.M.; James R. Prine, D.V.M.; 
and Edwin W. Salzman, M.D.; all 
of the Aero Medical Laboratory, 
Wright Air Development Center, 
Ohio. 

They evaluated protection of- 


- fered by 33 different fabrics against 


flash burns of the type that occur 
in aircraft accidents or industrial 
explosions when liquid fuel ex- 
plodes and burns. 

Under the laboratory burn con- 
ditions, wool, nylon, dacron and 
flame retardant treated cotton 
failed to ignite and the experi- 
mental animals were protected. 
Cotton-synthetic combinations 
burned sluggishly, but flame re-. 
tardant treatment. prevented this 
damage. 3 

Every sample of untreated cot- 
ton produced significant chemical 
burns, the researchers said. Ld 
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TOWELS 
FEDERAL CLASS NO. 7210 


The following purchasing outline is 
the fourth of a series which will ap- 
pear from time to time in this de- 
partment. These outlines are intended 
to serve as “quick reference” guides 
for use in the writing of specifications 
on purchase orders. 


HREE GENERAL categories of 

towels and toweling are crash, 
huck, and turkish or terry. All are 
available in cotton fiber, the only 
differences being those produced 
by various weaving techniques. 
Variations in weaving affect the 
texture, beauty, utility and serv- 
iceability. 

Regardless of type or category, 
all towels must possess certain 
properties. They must be absorb- 
ent, strongly constructed, of con- 
venient size, and easily laundered. 
The outstanding characteristic of 
toweling is its absorbency—its 
ability to soak up moisture or to 
dry an object. 

Crash towels. These towels include 
the various types of towels used 
in kitchens and by the institutional 
hand towel services. These are 
generally classified as the wiping 
variety and are usually herringbone 

r. plain weave. They include 
“kitchen, glass twill, face, and the 
continuous cabinet toweling now 
in common use in public rooms. A 
soft twist filling yarn makes these 
towels more absorbent, but has the 
disadvantage of linting out and 
becoming fuzzy and bodiless. Man- 
ufacturers of towels attempt to 
avoid this defect by adding a hard 
twisted yarn which has been given 
a slick finish either in cotton or 
linen. This technique produces a 

Mrs. Elizabeth Kingsford is assistant to 


the director of University Hospital, Uni- 
versity of Mississippi, Jackson. 
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wichastng 


what to look for 


in 1 purchasing towels 


by MRS. ELIZABETH KINGSFORD 


smooth-finished yet absorbent 
product. 

A crash towel composed of 65 
per cent soft twist filling cotton 
yarn and 35 per cent hard twisted 
linen yarn makes a good towel 
for the hospital central service or 
operating room. For economy, 
stock 16 to 17 inches wide may be 
purchased and 
lengths and hemmed to make serv- 
iceable all-purpose towels. The 
manufactured hemmed towel most 
satisfactory for institutional use is 
the 17 by 32-inch size. Minimum 
breaking strength should be 50 
pounds warp and 40 pounds filling. 
Maximum shrinkage should be 14 


into 27-inch 


per cent warp and 50 per cent 
filling. 

Huck or face towels. This standard 
face or wiping towel is made with 
a huckaback weave, a process in 
which the thread or yarn rests or 
floats on the surface, creating a> 
pebbly texture which aids in ab- 
sorption. Huck toweling is. manu- 
factured of all cotton, all linen, or 
a combination of cotton and linen 
known as a union towel. 3 

For standard institutional use, 
the all-cotton or the cotton-linen 
combination is the most satisfac- 
tory item. An all-linen huck towel 
has the.advantage of being easily 
laundered, as it resists soil and 


Purchasing Guide 


Item: HUCK TOWELS 
Fed. Group No. 72 
Fed. Class No. 7210 


KEY POINTS: 


1... Size: 17 by 32 inches 

2. Fiber: 65 per cent cotton, 35 per cent linen - 

3. Min. Breaking Strength: 58 pounds warp, 48 pounds filling 

4. Max. Shrinkage: 14 per cent warp, 5 per cent filling 

5. Colors in borders and name stripes shall be fast with no unequal 
shrinkage. 

TESTS: 


Measure towel before and after first laundering to determine amount 
of shrinkage. For other tests, refer to American Standard Minimum Per- 
formance Requirements for Institutional Textiles, Part 5. 


REFERENCE: 


When ordering the above item, refer 
to the following for more details: 


A.S.A. No. 124.2.4—1955 
F.S.S. No. DDD-T-531a(1) 


Purchase orders for this item should state: ‘The towels listed on this 
purchase order shall meet.or exceed American Standard L24.2.4." 
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Put your name on this map 


to save time, money 


be 


use TROY FLEXIMATIC air jet folders 


It’s no accident why users of Troy Fleximatic Air 
Jet Folders across the country are speeding up flat- 
work finishing and cutting labor costs, Consider 
these exclusive Fleximatic features: 

positive air folding, only Troy has it 


from 1 to 5 independently operating lanes, only 


Troy has it 


@ lint-proof electric timers assure automatic opera- 


tion, only Troy has it 


@ single or quarter fold performance, only Troy 
has it 


| 
| 
| 
| 
LAUNDRY MACHINERY | 
| 
| 


Division of 
American Machine and Metals, Inc. 
EAST MOLINE, ILLINOIS 
“Worlds oldest builders of power laundry equipment” 
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TROY LAUNDRY MACHINERY, Dept. 


@ timing and measurement of as many as four 
pieces in each lane simultaneously, only Troy 
has it 


© two points for lubrication, only Troy has it 


These time and money saving features point to this: 
Before you invest another dollar in folding equip- 
ment, investigate Troy Fleximatic Folders, Visit 
with the man who operates one. There’s an installa- 
tion in your area. And send for free, illustrated 
bulletin for complete information. Check and mail 
coupon today. 


H.257 


Division of American Machine and Metals, Inc. 
East Moline, Illinois 


Yes, 


the ‘Fleximatic Air Jet Folder. 


please send Catalog YF-31-55 wen full information on 


ORGANIZATION 


ADDRESS 


ciTy 


ZONE 


NAME AND TITLE 
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stain. An all-linen towel is too ex- 
pensive for ordinary use, however, 
and may be considered for luxury 
service only. A 17 by 32-inch huck 
weave face towel, made of good 
yarn closely woven with a firmly 
woven selvage, is a standard.insti- 
tutional item. 

Turkish or terry (bath) towels. This 
type of towel dates back 4,000 
years to early Egyptian times. 
Terry towels were first introduced 
into this country in 1865. The first 
hemmed terry towel came _ into 
common use in 1895. 

Construction of terry weave may 
be single, double, or triple thread. 
It may be of fine or ply yarn, and 
have either long or short pile. Most 
bath towels are of single or double 
thread construction and are often 
referred to as single or double loop. 
The single type is of one ground 
and one loop thread construction 
and the double has one ground 
thread and two loop threads. The 
triple type, woven with one ground 
thread and three loop threads, is 
not recommended because the 
weave is unbalanced and the towel 
does not wear well. The ground 
construction must carry too much 


weight in the triple construction. 
The ground forms the founda- 
tion of a terry towel and the pile 
forms the loop. The ground is held 
at tension while the pile is slack- 
ened, forming the loop. The ground 
or foundation of a terry towel 
should be closely woven and 
should be free from holes or spaces. 
Loops should be firmly twisted and 
closely woven into the ground. The 
quality of a bath towel is deter- 
mined by (1) tightness of weave, 
(2) closeness of the loops, (3) 
grade of cotton used, (4) twist of 
the yarn, and (5) the workman- 
ship of the hem and selvage. 
Some authorities suggest a min- 
imum thread count of 84 for the 


‘pile and 42 for the ground, with 


a breaking strength of 45 pounds 
for both. The ground receives more 
strain in use becaypse the towel is 
often grasped at’ both ends and 


used with a sawing motion. Some - 


believe that the two-pile construc- 
tion is better than the single, while 
others believe the single is equally 
satisfactory if there are as many 
loops per square inch. 

A heavy towel increases the 
laundry weight and may not be the 


Purchasing Guide 


item: TOWELS, BATH OR TERRY | 
Fed. Group No. 72 
Fed. Class No. 7210 


KEY POINTS: 


Colors in borders and name stripes shall be fast with no unequal 


Selvages shall be tightly woven and of equal shrinkage to the body 


1. Size: 22 by 44 inches 
2. Fiber: Cotton 
3. Min. Breaking Strength: 50 pounds warp, 40 pounds filling 
4. Max. Shrinkage: 10 per cent warp, 4 per cent filling 
shrinkage. 
6. 
fabric. 
7. Hems shall be neat and stitched firmly. 
8. Corners shall be backstitched or bartacked. 
TESTS: 


Hold towel ‘up to a light to detect closeness of weave and evenness 
of yarn. For other tests, refer to American Standard Minimum Perform- 
ance Requirements for Institutional Textiles, Part 5. 


REMARKS: 


Some sources suggest a minimum thread count of 84 for the pile 
and 42 for the ground, with a breaking strength of 45 pounds for both. 


REFERENCE: 


When ordering the above item, re-| A.S.A. No. 124.2.5—1955 
fer to the following for more details: 


F.S.S. No. DDD-T-551b(1) 


Purchase orders for this item should state: ‘‘The towels listed on this 
purchase order shall meet or exceed American Standard L24.2.5."' 


most desirable towel. A towel of 
lighter weight with as great a 
number of threads per square inch 
will give better service than a 
towel of heavy yarn but with few- 
er threads per square inch. The 
breaking strength of the pile and 
the ground should be almost equal 
or slightly higher for the ground 
because of the greater strain im- 
posed. Quality of the ground, a 
critical factor in determining over- 
all quality of the towel, can be 
easily judged without scientific 


testing. Holding the towel up to 


a light to detect closeness of weave 
and evenness of yarn is a simple 
way to evaluate the quality of the 
ground. | 

Fine yarn construction feels soft- 
er but is no more absorbent than 
regular yarn. Thus the choice be- 
tween the two is a matter of taste 
and clientele. Longer pile increases 
the absorption capacity of the tow- 
el, but if the pile is not firmly 
twisted and if the fabric does not 
have an increased number of loops. 
on a firmly woven ground, the 
finished towel will develop a shag- 
gy appearance. Poor loop eonstruc- 
tion causes a towel to become sog- 
gy and limp when it is damp. A 
good quality towel should be con- 
structed so that moisture will re- 
main in the surface loops and will 
not penetrate into the ground 
weave. 

Shrinkage, if not excessive, is 
not a serious factor. Exact size is 
generally of no great importance 
in a towel. Shrinkage of the border 
and not the body of the towel, 
however, is an important factor. 
Such shrinkage may result in a 
hobble skirt effect that makes the 
towel difficult to fold and detracts 
from its appearance. | 

Selvage, the edge of the fabric, 
should be firmly and closely wov- 
en. It may be a closely woven fast 
selvage that is a continuation of 
the ground; it may be a hemmed 
selvage; or it may be an over-edge 
selvage. 

Weaves of turkish or bath towels 
are as follows: ‘ 

Plain terry. This is a _ plain 
weave, usually used for the all- 
white terry in common use in in- 
stitutions. | 

Dobby. This weave involves the 


._ addition of a single pattern either 


in the border or through the body. 
(Continued on page 94) 
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This Stamp of Approval Means Perfect Gloves 
That Wear Longer for Lower Costs... 


Rigid Quality Control Every new PIONEER Surgical Glove is the same 
sheerness as previous gloves, within 1/1000 of an inch tolerance. Surgeons prefer them 
because every new pair feels like their previous pair. No loss of strength after ten 
Ssterilizations, excellent condition is common even after twenty! 


Precise Factory Inspection of every glove makes doubly sure there 
are no weak spots to wear through. Only gloves that merit our stamp of approval 
are sold. Every PIONEER glove you get is perfect! , 


Specify PIONEER Rollprufs® 


Company Processed to prevent 
the ozone cracking that 


349 Tiffin Road, Willard, Ohio ' shortens the life of 
«many rubber products. 


Sai | Pioneers in Hand Protection for over 35 Years 
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Pharmaceutical graduates (4B-1) 
Manufacturer's description: A new series 


of pharmaceutical graduates in all 
standard sizes, made to conform 
with the latest specifications for 


liquid measuring devices as pub- 
lished by the National Bureau of 
Standards, has been added to this 
company’s line prescription 
glassware. The new specifications 
will make prescription measure- 
ments more accurate, particularly 
measurements of small quantities. 
This new line of graduates has now 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Ill. 
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completely replaced earlier types 
of graduates in the line. Armstrong 
Cork Co., Dept. H, Lancaster, Pa. 


Plate glass door (4B-2) 
Manufacturer's description: A new half- 


inch-thick, tempered polished plate 
glass door is said to offer unlimited 
design possibil- 
ities and unusu- 
al structural 
strength. It is 
constructed on 
the engineering 
principle that a 
pane of half- 
inch glass has 
sufficient inher- 
ent strength to 
serve as a door 
when held un- 
der compres-- 
sion by a thin metal frame. The 
door is suitable for operation with 
any.type of automatic opening de- 
vice and is moderately priced. 
Many combinations of pull or push 
plate type doorhandles are avail- 
able. Pittsburgh Plate Glass Co., 
Dept. H, 632 Fort Duquesne Blwd., 
Pittsburgh 22, Pa. 


PRODUCT NEWS 


graduates (4B-1) 
__....Plate glass door (4B-2) 
__.___Invalid’s wheel chair (4B-3) 

__.__Two-oven broiler (4B-4) 

____Fire resistive vault doors (4B-5) 

film-badge service (4B-6) 

___New floor material (4B-7) 


PRODUCT LITERATURE 
(4BL-5) 


microscope catalog 
(4BL-1) 
___Cleaning solutions (4BL-2) 
motion pictures (4BL-3) 
____Floering products (4BL-4) 


NAME and TITLE 


gas sterilizer (4B-8) 
______Audiometric testing room (4B-9) 
____.._New blood bank (4B-10) 

. Aluminum bed cradle (4B-11) 
_____Multilink matting (4B-12) 


Polyethylene funnel (4B-13) 


Entrance doors (4BL-6) 


_______Plastic laminated plaques (4BL-7) 
_..._ Casters and wheels (4BL-8) 


Money chests (4BL-9) 


HOSPITAL_ 


ADDRESS 
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(Please type or print in pencil) 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—The Editors. 


Invalid’s wheel chair (4B-3) 
Manufacturer's description: Designed for 


crippled patients, this wheel chair 
allows the patient’s position to be 
changed and set at any desired 
angle from full horizontal, as on 
a litter, to erect sitting with a> 


vertical chair back. The change is 
made by a geared crank. The foot 
rest may be separately adjusted 
to a variety of positions. Metal 


parts are chrome steel and the 
foam rubber padding is covered. 
Restraining straps are available. 
The Hausted Mfg. Co., Medina, 
Ohio. 


Two-oven broiler (4B-4) 

Manufacturer's description: Gas-powered, 
this high-speed volume produc- 
tion cooking unit features a broil- 
er and two ovens. In the ceramic 
brick roof above the broiler rack, 
a stainless steel mesh is installed 
which spreads the temperature 
evenly throughout the grid rack. 
B.T.U. output has been stepped up 
to 100,000 units. The top oven is 
the standard heavy-duty con- 
trolled type. The other oven is au- 
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Any make, model or size dishmachine can be 
equipped for automatic drying with Economics 
Laboratory’s new, low-cost rinse injector, 

“The Drymaster.” So compact it fits anywhere. 
So low in price, every dishroom can afford it. 


21¢ a day installs your “Drymaster.” And you can 
forget about maintenance! It’s guaranteed, 

built with watch-like precision. No electricity. 
No gadgets. 


With a “Drymaster,” dishes come dry, gleaming 
and spotless—right from your dishmachine. 
Proved in thousands of dishrooms, the 
“Drymaster” can cut costs by as much as 25%! 
Get the whole story today by calling the 

SOILAX sales office listed in your phone book. 
Or write to: | 


*Covers basic unit price 


ECONOMICS LABORATORY, INC. 


In Canada, Economics Laboratory (Canada) limited 


General Offices: Guardian Bldg., St. Paul, Minn. 
Executive, Sales, and Advtg. offices: 250 Park Avenue, New York 17, N.Y. 
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Give Someone You Love 
A Good Start 


Now it’s begun. He’s taken the first 
step on the path to the man you hope 
he'll be. Many more big steps are to 
Medical 


Who knows? It’s never too early to 


come. school? Law school? 
begin preparing for them. All parents 
want to help a child as far through life 
as they can. His future will be more 
secure if you consider now a program 
of regular savings. Even small sums 
regularly applied to the purchase of 
U. S. Savings Bonds through the pay- 
roll savings plan will grow steadily into 
a very substantial sum. Or buy bonds 


regularly where you bank. 


PART OF EVERY AMERICAN’S SAVINGS 
BELONGS IN U.S. SAVINGS BONDS 


The U. S. Government does not pay for this 
advertisement. The Treasury Department thanks, 
for their patriotic donation, the Advertising 
Council and 
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tomatically controlled and located 
under the broiler, an area usually 
considered waste space. Each oven 
has a cooking area 26 by 33 in. 
deep. The unit is available in black 
japan, stainless steel, and in black 
porcelain. Garland Range _ Divi- 
sion, Welbilt Corp., Dept. H, 57-18 
Flushing Ave., Maspeth, N. Y. 


Fire res:stive vault doors (4B-5) 

Manufacturer's description: Five new fire 
resistive vault doors providing fire 
protection for from one-half hour 
to six hours have been added to 
this manufacturer’s vault door line. 


~ 


The flat sill construction provides 
easy entrance into the vault. The 
two-, four-, and six-hour vault 
doors are formed with deep, in- 
sulated tongues and grooves to 
baffle penetration of heat and 
flames. All can be opened easily 
from the inside. Meilink Steel Safe 
Co., Dept. H, 1672 Oakwood Ave., 
Toledo 6, Ohio. 


Radiation film-badge service 
(4B-6) 

Manufacturer's description: Service is de- 
signed for the monitoring of per- 
sonnel working in areas where 
there is any nuClear or x radiation. 
The service provides a permanent 
record of the accumulated expo- 
sure of the person wearing the 
badge. The film badges indicate 
exposures to beta, gamma, and x 
radiation, and neutrons with an 
accuracy of approximately 10 per 
cent, from well below to consid- 
erably above minimum allowable 
dosage. The badges are available 
in clip-on, wrist, or ring styles. 
Nucleonic Corp. of America, Dept. 
H, 196 DeGraw St., Brooklyn 31, 


New floor material (4B-7) 
Manufacturer's description:. New flooring 
material is mixed with regular ter- 


razzo matrix, then applied to the 
floor as thin as half an inch. This 
is followed by grinding or sanding. 
The rubber content of the latex 
terrazzo provides resiliency under-: 
foot. The “latex terrazzo” is water- 
proof and can be used indoors or. 
outdoors. It can be applied over 
wood, on stairs, walls, or wain- 
scot without imposing undue loads 
or inconvenient levels or thick- 
nesses. The Camp Co., Inc., Dept. 
H, 6958 S. State St., Chicago 21, Ill. 


Steroxcide gas sterilizer (4B-8) 

Manufacturer's description: Designed to 
cut sterile supply inventory costs, 
new unit sterilizes at temperatures 
ranging from 70°F. to 170°F, The 
deteriorating effects of high heat 
and moisture are eliminated, mak- 
ing it possible to sterilize plastics, 
adhesives, catheters, powdered 
goods, all types of scoped instru- 
ments and other supplies too deli- 
cate for conventional sterilization. 
Liquified steroxcide gas is the kill- 
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ing agent used. The unit has auto- 
matic “push-button’’. operation and 
plugs into an ordinary 20-ampere 
wall outlet. It requires no steam, 
water or waste lines. Wilmot Cas- 
tle Co., Steroxcide Research. Dept. 
H, Box 629, Rochester 2, N. Y. 


Audiometric testing room (4B-9) 

Manufacturer's description: This company 
has announced the addition of a 
new “general purpose’ lower cost 
audiometric testing room designed 
to meet less severe noise attenua- 
tion for use in relatively quiet 
areas. The rooms feature such new 
developments as ‘‘noise-lock’’ 
doors, windows and vent silencers, 
rubber cushions, and audiometer 
jack panel. The testing rooms are 
easily assembled, dismantled, and 


are movable from one location to 
another. Industrial. Acoustics Co., 
Inc., Dept. H, 341 Jackson Ave., 
New York 54, N. Y. 3 


New blood bank (4B-10) 
Manufacturer's description: ““See-through”’ 


glass doors and lighted interiors 
eliminate the necessity of opening 
doors. to check inventory. The 
blood bank features interchange- 
able interiors that are adjustable 
on l-in. centers to take any com- 
bination of roller bearing puli-out 
refrigerated drawers, stationary or 
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Long guards often cause accidents 


them 


HILL-ROM 


to any type of wood or 


metal bed, including the 
adjustable high-low beds. 


@ The purpose of any sideguard, of course, is to prevent the patient 
from falling out of bed. The fact is, however, that the long side 
guards that have been commonly used may—and often do—serve 
to make a fall-more serious, rather than to prevent it. If the patient 
insists on getting out of bed, and has the physical strength to do so, 
the Jong guard will not prevent him. It is the consensus of hospital 
people who have seen and used the Hill-Rom Safety Side that it will 
take care of 98% of all cases requiring side guards. The compara- 
tively few cases that may require a full length sideguard can be 
taken care of by affixing another pair of Safety Sides to the foot 
end of the bed. | 


Safety Sides—A New Safety Measure 
by Alice L. Price, R.N., M. A. 
author of “The Art, Science and Spirit of Nursing” 


_ This Procedure Manual explains in detail how to effectively use Safety Sides 
to prevent bed falls and to avoid serious injury to patients. Copies for 
Student Nurses and for the Graduate Nurse Staff will be sent on request. 


HILL-ROM COMPANY, INC.* BATESVILLE, INDIANA 
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pull-out shelves, tray slides and 
autopsy pan slides. The unit is au- 
tomatically self-defrosting and has 
an automatic alarm that buzzes a 
warning in the event of power or 
mechanical failure. Capacity is 40 
cu. ft. Victory Metal Mfg. Corp., 
Dept. H, Plymouth Meeting, Pa. 


Aluminum bed cradle (4B-11) 
Manufacturer's description: The sturdy 


tubular aluminum unit weighs only 
134 Ilbs., will not collapse, and 
stores easily—coming apart in two 


units. The aluminum is anodized 
in lasting color that resists wear. 
The cradle can be used at either 
side of the bed or at the foot. Two 
cradles can be combined to make 
a complete croup tent. Hospital Ac- 
cessories Co., Dept. H, 58-09 32nd 
Ave., Woodside, N. Y. 


Multilink matting (4B-12) 
Manufacturer's description: New multi- 


link matting is made of vividly- 
colored plastic links that won’t 
stain, discolor or fade with time. 
The links are said to resist aging, 
abrasion, acids, caustics and oil. 
They are closely spaced to prevent 
women’s heels from catching in 
them. The matting. is custom-made, 
with the links available in any 
combination of gray, brown, blue, 
yellow, black, green, white, red 
and orange. The links are strung 
on parallel nonrusting spring steel 
rods. Corners are heat-sealed. B. F. 
Goodrich Industrial Products Co., 
Dept. H, Akron, Ohio. 


Polyethylene funnel (4B-13) 
Manufacturer's description: One of the 


newest additions to a line of poly- 
ethylene ware is a Hirsch Funnel 
of two-piece construction. The 16 
mm. perforated plate is easily re- 
moved. The product may also be 
used as a regular funnel without 
the plate. Top inside diameter is 
50 mm. Available from stock. Ace 
Glass, Inc., Dept. H, Vineland, N. J. 


(SEE COUPON, PAGE 58) 


Electron microscope catalog (4BL-1) 
—A new 12-page brochure giving 
complete data on the construction 
and operation of electron micro- 
scopes. The catalog covers such 
subjects as the electron optical 
system, pumping unit, electronics, 
high voltage, objective lens and 
astigmator. Instruments Division, 
Dept. H, North American Philips 
Co., 750 S. Fulton Ave., 
Mount Vernon, N. Y. 


Cleaning solutions (4BL-2) — Free 
sample offered of this cleaning 
solution for surgical instruments, 
catheters, syringes, rubber gloves, 
tubing, and laboratory glassware. 
Edward Weck & Co., Dept. H, 135 
Johnson St., Brooklyn 1, N. Y. 


Medical motion pictures (4BL-3)— 
Medical motion pictures for hos- 
pital showings ‘are listed in this 
catalog, which can be obtained by 
writing to the company. Squibb, 
Dept. H, 745 Fifth Ave., New York 


Flooring products (4BL-4) — This 
illustrated 12-page catalog shows 
a complete line of flooring prod- 
ucts. Included are product de- 
scriptions, where to install, and 
brief architectural: specifications 
on a line of asphalt tile, vinylized 
tile, vinyl-asbestos tile, and in- 
dustrial tile. Azrock Products Di- 
vision, Uvalde Rock Asphalt Co., 
Dept. H, Box 531, San Antonio, 
Tex. 


Detergents (4BL-5)—Available on 
request is a free sample of a hos- 
pital and laboratory detergent, as 
well as. literature describing the 
product. Alconox, Inc., Dept. H, 
853 Broadway, New York 3, N. Y. 


(4BL-6) ~— Eight- 
page catalog shows typical instal- 
lations of a line of entrance doors 
and gives specifications and gen- 
eral information. Overly Mfg. Co., 
Dept. H, Greensburg, Pa. 


Entrance doors 


Plastic laminated plaques (4BL-7)— 
Folder describes plastic laminated 
plaqués and shows examples of 
various framing applications. The 
care and preservation of diplomas, 
certificates and photographs is in- 
cluded in the folder. Perma Plaque 
Corp., Dept. H, 1110 N. Virgil 
Ave., Los Angeles 29, Calif. — 


Casters and wheels (4BL-8) —A 
manual on casters and wheels for 
all hospitals uses is available for 
the writing. Darnell Corp., Ltd., 
Dept. H., Downey, Calif. 


Money chests (4BL-9) —Two 
folders describing a line of money 
chests are available on request. 
Specifications and descriptions of 
features of a line of chests are 
given. Diebold, Inc., Dept. H, 818 


Mulberry Rd., S.E., Canton 2, Ohio. 
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Pictures 
help you 
say it better 


Get better pictures with 


ITH this truly great Cine-Kodak camera 

you can keep a photographic record of all 
your significant cases... have 16mm movies— 
color or black-and-white—for review and dis- 
cussion. It accepts any of three fine Kodak 
Cine Ektar Lenses—1l5mm to 152mm... has 
matching viewfinders. The drive mechanism— 
a powerful, prestressed motor—pulls 40 feet 


EASTMAN KODAK COMPANY «© Medical Division * Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 
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Photograph: Dovid Lubin, Medical Illustration Service, US V A. Hospital, Cleveland 30, Ohio 


... the Cine-Kodak K-100 Turret Camera 


of film through at a single winding .. . assures 
exact uniformity at every operating speed. 
Quick, easy loading. Simple, positive operation. 
Camera is priced from $315 (single-lens model 
from $279). | 

See your Kodak photographic dealer, or 
write for details. 


Prices include Federal Tax where applicable 
and are subject to change without notice. 
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insurance and the family 


FAMILY MEDICAL COosTs AND VOLUN- 
TARY HEALTH INSURANCE; A Na- 
TIONWIDE SURVEY. Odin W. Ander- 
son with Jacob J. Feldman. New 
York, McGraw-Hill, (Blakiston 
Division), 1956. 251 pp. $6.50. 
This concise statistical study 

forms a companion volume to Pub- 

lication No. 26 of the Committee on 

the Costs of Medical Care (1933), 

the National Health Survey, 1935- 

1936, and Volume II of Financing 

Hospital Care in the United States 

on ‘“‘Prepayment and the Commu- 

nity.” It is designed to show the 
effectiveness of voluntary health 
insurance as of 1953, in meeting the 
personal health service require- 
. ments of the family. These re- 
quirements are defined to include 
hospital care, physician’s services, 
private duty nursing services, den- 
tist’s services, drugs and medica- 
tions, nursing and _ convalescent 


homes and appliances. The study ; 


is based on single interviews of 
2,809 families comprising 8,846 
persons, representing a national 
sample of the population of the 
United States, subdivided by age, 
sex, income, size of family, rural 
or urban residents, occupation and 
region. In a carefully reasoned 
chapter on “‘methodology” the au- 
thors set forth why and to what 
extent they believe that the sci- 
entific sampling process permits 
a valid projection of the results in 
terms of the entire country. 
There is little in this volume for 
the general reader who would 
probably be primarily interested in 
a few pages of highlights and one 
chapter entitled “Implications.” 
(The substance of these implica- 
tions has been admirably digested 
in an article by Odin W. Anderson, 
Ph.D., one of the authors, pub- 
lished in HOSPITALS, JOURNAL OF 
THE AMERICAN HOSPITAL ASSOCIA- 
TION, July 1, 1956.) The balance of 
this volume consists of approxi- 


mately 90 pages of interpretation 
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and discussion of charts and tables 
in the book, followed by a similar 
number of pages of statistical 
tables. 

In this volume the words “pre- 
payment” and “insurance” are 
generally used _ interchangeably. 
Although from the tables it is pos- 
sible to differentiate between the 
various types of prepayment which 
exist, the object of the authors ap- 
pears to be to match the total pre- 
payments against the total medical 
service requirements of the fam- 
ily. 

To a quite remarkable extent 
the survey supports generalizations 
which had been current in the field 
but lacked statistical backing. For 
example, the authors find that the 
total expenditure for health serv- 
ices of $10.2 billion is not a para- 
lyzing percentage of the total fam- 
ily income, but that it is the 
maldistribution and unpredictabil- 
ity of these expenses that require 
the cushioning device of prepay- 
ment. It is shown that the rise of 
prepayment has been phenomenal 
in this country, but that is to be 
expected. Those most logically and 
easily enrolled, either by being in 
identifiable work groups with ade- 
quate resources or being in urban 
centers, are far more completely 
enrolled than the agricultural pop- 
ulation and those groups of the 
population to which we refer as the 
indigent and medically indigent 
and, of course, the aged. The au- 
thors also show that prepayment 
usually falls appreciably short of 
supplying the money with which 


to defray the full costs of personal | 


health services. 

There are some startling conclu- 
sions which the reader interested 
in prepayment will encounter. For 
this reason the volume is definitely 
recommended to all those who are 
concerned with the extension and 
improvement of prepayment plans. 


also: 
smaller hospital accounting 
understanding the interview 
health insurance in Canada 
trends in psychiatric care 


The authors are to be commended 
on having approached their prob- 
lem on a very realistic basis and I 
cannot emphasize the point more 


_ effectively than by quoting from 


the very last paragraph of their 
text. “‘The form that health insur- 


~ ance has taken and will take is a 


tenuous balance between the many 
elements that make up the com- 
plexities of personal health serv- 
ice: people, hospitals, physicians, 
insurance, and finance, interlaced 
with philosophies of government 
and private enterprise and with the 
level of public information and 
knowledge.’’—EDWARD K. WARREN, 
chairman, Council on Prepayment 
Plans and Hospital Reimburse- 
ment. 


Smaller hospital accounting 


BOOKKEEPING PROCEDURES AND BuwsI- 
NESS PRACTICES FOR SMALL HOspPI- 
TALS; Section 2 of Handbook on 
Accounting, Statistics and Business 
Office Procedures for Hospitals. 
American Hospital Association. 
Chicago, the Association, 1956. 170 
pp. $4. 

The successful operation of any 
hospital rests upon facts, both fi- 
nancial and _ statistical, properly 
classified. The larger hospital en- 
counters little difficulty in securing 
trained accountants. The smaller 
hospital, however, due to location 
and more limited finances, is not 
always so fortunate. 

This new manual, which might 
be called a “how to do it” guide for 
bookkeepers, has been designed to 
aid the small hospital in establish- 
ing and maintaining the essentials 
in hospital accounting. 

From beginning to end, in sim- 
ple presentation, it “tells” and 
“shows” how the small hospital 
can establish an effective account- 
ing system. _ 

The large type, the “down to 
earth” language and the easy pro- 
gression from introduction to con- 
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New concentric. mirror o 


photofluorography 


THE NEW FAIRCHILD-ODELCA 4 x 4 CAMERA 
brings, for the first time, top-quality diagnostic negatives | | 
produced on 4” x 4” film — in a camera fully evaluated ag 
for general radiography. | 
The heart of this camera’s exceptional performance, 
the Bouwers Concentric Mirror Optical System, permits 
an extremely wide working aperture of £/0.7 ; : 
(GRA £/0.65). Speeds four to five times that available ‘ 
in refractive lens cameras permit much lower tube,current \ 
and 75 to 80% reduction in exposure time — resulting 
in substantially reduced radiation. 
The concentric mirror optics provide a gain in resolution 
as much as four times that of refractive lens cameras. 
5 Retakes are eliminated because both voluntary and, 
involuntary motion are stopped. Designed for 
under-table, over-table and upright use. The small 
film size, of course, provides great economies in 
6 purchase, handling, processing and storage. 

The complete line of Fairchild-Odelca Cameras 
covers the four major categories of photofluoro- — 
graphy; mass chest survey . . . hospital admissions 
X-ray ... serial radiography .4 . and now even 

_ general radiography. Three models are available: 
the new 4” x 4” model (illustrated), the 70mm 
In-Line model and the 70mm Angle-Hood model. 

Get complete details from your regular X-ray equipment 


supplier, or direct by addressing Industrial Camera Div., | 
Fairchild Camera and Instrument Corp., 88-06 Van Wyck 
Expressway, Jamaica 1, N. Y., Dept. 160-41Q1. | J RCH ] L D 
| X-RAY CAMERAS AND ACCESSORIES & 
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Here’s why laundries of all sizes 


have invested over *23,000,000 in 


CASCADE 
UNLOADING WASHERS 


In pairs or in groups of 20 or more, these American machines 
give unexcelled efficiency, tremendous labor savings, finest 
quality. They are truly the heart of the automatic washroom. 


In pairs, like these two machines, or in scores, an in- 
vestment in quality is always best. This laundry went all 
the way, installed full-automatic controls (between 
washers ). These controls automatically inject supplies, 
regulate bath levels and temperatures, time and change 
baths—eliminate 59 separate manual operations—increase 
production, save supplies, assure uniform quality washing. 


Deserted washroom? (On the contrary, this 
is a portrait of a busy day—full production! But the 
Unloading Cascades do almost all the work. It takes 
only half of the lone attendant’s time to easily run 
all the machines in the picture. With automatic 
controls, it’s like having an expert washman sta- 
tioned at each machine! 


The American Laundry Machinery Company « Cincinnati 12, Ohio 
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Major reason for the 
tremendous acceptance of 
Cascade Unloading Washers 
is the unloading feature it- 
self. It means simply this— 
a touch of a button auto- 
matically unloads hundreds 
of pounds of wash in less 
than a minute. New exclu- 
sive LOAD-LOK cylinder 
doors have now made load- 
ing and unloading simpler 
and safer than ever. No 
other washer offers these 
outstanding advantages. 


In larger plants you'll find © ascade U nloading Today’s Cascade Unloading Washer is an 


Washers by the dozens. Yet voull find only a handful important step tow ard tomorrow s fully automatic w ash- 
room. Here. hoppe rs feed work dire ctly into washers—a 


ot machine operators. Result— washe ‘TS pay for themselves 
ina surprisingly short time. And you really have the good example of how Unloading Cascades may be inte- 


ultimate in Jabor-saving§ machines—v aluable property grated with other labor-saving equipment. Automation is 
that will last and last and last. Cascade Unloading important for one reason—it reduces costs tremendously. 
Washers are noted for extremely low maintenance costs. Write today for ¢ latalogs AB 334-322 and AB 134-322 


You can expect more from 
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clusion make this manual a true 
textbook. Each vital phase of hos- 
pital bookkeeping is described and 
illustrated with a clarity that is 
amazing in its simplicity. 

Any small hospital can adopt this 
manual in its entirety as a guide to 
its bookkeeping system or utilize 
any part of it to supplement an ex- 
isting system. The chapters on 
charts of accounts, perpetual in- 
ventory and financial statements 
are particularly well done. With 
this new manual at hand, no small 
hospital need suffer the absence of 
good hospital accounting. 

This is another vital tool of hos- 
pital management that can be used 
successfully by anyone charged 
with ‘“‘keeping the books.” 
—GLENN HOWELL, administrator, 
Hood River Memorial Hospital, 
Hood River, Ore. 


Understanding the interview 


EMPLOYMENT PSYCHOLOGY: THE IN- 
TERVIEW. Roger M. Bellows and M. 
Frances Estep. New York, Rinehart 
& Co., 1954. 295 pp. $4.50. 

This text helps to “lift the veil” 
on one of the least understood of 
personnel techniques—the em- 
ployment interview. Although 
concerned primarily with the in- 
terview itself the text includes 
chapters on other applicant evalu- 
ation indices and thus is a thorough 
work on the total process of per- 
»sonnel selection and placement. 

Any book which devotes almost 
300 pages to the subject of employ- 
ment psychology will be of primary 
interest only to personnel directors 
and associated specialists—such is 
the case here. However, though 
this work is detailed and in 
portions rather technical, there 
are chapters, such as “Interview 
Guides,” “Judgment Errors of In- 
terviews” and “Use of Personnel 
Data in Selection,’ which should 
also be interesting and helpful to 
department heads who do any vol- 
ume of interviewing, particularly 
if they make the final decision to 
hire. 

Considering the fact that hospi- 
tals, as an industry, have an ex- 
ceptionally high turnover rate and 
realizing that effective selection is 
one means of reducing that turn- 
over rate, this book is a worthy 
addition to any personnel depart- 
ment reference shelf. 

— JOHN S. GLASS, director of per- 
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‘sonnel and public relations, Pres- 


byterian Hospital Center, Albu- 
querque, N. Mex. 


Health insurance in Canada 


THE ADMINISTRATION OF HEALTH IN- 
SURANCE IN CANADA. Malcolm G. 
Taylor. Toronto, Oxford University 
Press, 1956..270 pp. $5.65. 

With the recent offer of the gov- 
ernment of Canada to share in the 
costs of “universally available” 
provincial hospital care insurance 
programs, this comprehensive, au- 
thoritative analysis of Canadian 
experience with prepayment for 
health care is a timely and expert 
contribution to our administrative 
know-how. 

The result of an on-the-spot 
study of all the voluntary prepay- 
ment plans and the four govern- 
ment-sponsored plans in Canada 


by the University of Toronto’s pro-_ 


fessor of public administration, the 
book reflects his deep concern that 
the administrative process shall 
enhance, not detract from, the 
quality of medical and hospital 
care. As the director of a Blue 
Cross Plan that came under Dr. 
Taylor’s microscope, this reviewer 
is impressed by the extent to which 
he has .captured the realities, the 
challenges—and the potential dan- 
gers of the administrative task. It 
is these attributes that commend 
the book to Americans as to Can- 
adians, for it is not only required 
reading for prepayment plan board 
members and executive staff but 
for doctors and hospital executives 
concerned with the impact of pre- 
payment on their services, as well 
as for legislators and government 
health officials. —D. W: OGILVIE, 
director, Blue Cross Plan for Hos- 
pital Care, Toronto, Ontario. 


Trends in psychiatric care 


A GUIDE FOR PSYCHIATRIC AIDES. Char- 
lotte R. Rodeman. New York, Mac- 
millan, 1956. 234 pp. $3.75. 

This guide deals with modern 
trends in psychiatric nursing Care, 
emphasizing attitudes, approaches 
and interpersonal relationships. It 
is well organized and arranged in 
sequence for teaching and could 
be used as a text. The total needs 
of the patient are considered and 
clearly defined. The book contains 
an extensive ward study and a 
complete and detailed index. How- 
ever, there is no mention of the 


new drug therapy in the care of 
the psychiatric patient. 


Information in the _ guide is 
clearly expressed and written for 
the nonprofessional level of work- 
er. The why and how is considered 
throughout the book. Willingness 
and efficiency are insured when the 
reasons for performing job are 
clearly understood. 

The guide has value in acquaint- 
ing professional personnel with the 
function and duties of hospital 
aides and in acquainting other non- 


professional workers with a gen- 


eral knowledge of psychiatric pa- 
tient care.—MArRY W. HEANEY,R.N.., 
assistant chief, Nursing Service for 
Aide Supervision, Veterans Ad- 
ministration Hospital, Downey, III. 


Educational programing 


Stupy GuIDE: INSTITUTE PLANNING 
PROCEDURES, COURSE OUTLINES, FOR 
MEDICAL REcORDs. Chicago, Ameri- 
can Association of Medical Record 
Librarians, 1956. 35 pp. $3. 
Practical help in setting up in- 

stitutes, evening study sessions, or 

individual study programs is avail- 
able in this excellent outline. The 

Committee on Education and Reg- 

istration of the American Associa- 

tion of Medical Record Librarians 
has established criteria for course 
content and administrative pro- 
cedures which may be followed by 
state, regional or local associations. 

The information included is most 

specific and is the result of much 

experience in the field. 

Necessary steps for planning and 
administering such a program in- 
clude arrangements for facilities, 
announcements, registration, selec- 
tion of program participants and 
management of the institute itself. 
The course content is planned for 
a study unit of 36 weeks, 2 hours 
per week, which may be condensed 
into a concentrated period of three 
to five days. Syllabi for the subject 
content are provided, as well as 
suggested readings. Individuals 
wishing to prepare themselves for 
registration will find this guide of 
considerable help. Medical record 
departments will also find it useful 
in training personnel on the job. 

As more and more of the edu- 
cational activities are being spon- 
sored by local groups, guides such 
as this one will be required in or- 
der to conduct these programs on 
the highest level possible. 

—HELEN P. SWIFT 


HOSPITALS, J.A.H.A. 


‘ 


@ Davip ANTON has been ap- 
pointed manager of the Veterans 
Administration Hospital, Castle 
Point, N.Y. He was formerly as- 
sistant manager of the Veterans 
Administration Hospital in New 
York City. 


CoOL. WILLIAM E. BARRON (USA 


Ret.) will retire May 31 as admin- 
istrator of Shadyside Hospital, 


Pittsburgh, a post he has held for - 


10 years. 

After teaching for several years, 
Col. Barron became superintendent 
of Citizens General Hospital, New 
Kensington, Pa., in 1926. He re- 
signed to become superintendent 
of Washington (Pa.) Hospital in 
1931. He went to his present posi- 
tion after discharge from the army 
in 1946. 

Col. Barron is a member of the 
American Hospital Association 
Council on Prepayment Plans and 
Hospital Reimbursement and 
past president of the Hospital As- 
sociation of Pennsylvania and the 
Hospital Conference of Pittsburgh. 
He is.a fellow of the American Col- 
lege of Hospital. Administrators. 


@ JOHN R. CARTMELL has been ap- 
pointed admin- 
istrator of Sub- 
urban Commu- 
nity Hospital, 
Cleveland. He 
was formerly 
assistant ad-. 
ministrator of 
Highland View 
Hospital,.Cleve- 
land. 

The Suburban 
Communi- 
tv Hospital is under construction 
and is expected to be completed 
early next summer. 


MR. CARTMELL 


@ ARKELL B. COOK has been ap- 
pointed director of Butterworth 
Hospital, Grand Rapids, Mich., 
succeeding EDWARD JAMES. Mr. 
Cook was formerly administrator 
of Evanston (Ill.) Hospital. He has 
been at Evanston Hospital since 
1949. 

Mr. Cook is a representative of 


the American Hospital Association 


to the Joint Committee with 
American Association of Hospital 
Accountants. 


FEBRUARY 16, 1957, VOL. 31 


@ SAMUEL DAVIS has been ap- 
pointed administrative assistant 


and director of outpatient services 


of Roosevelt Hospital, New York 
City, succeeding ALVIN J. CONWAY. 

Mr. Davis is a graduate of the 
Columbia University, School of 


Public Health and Administrative ; 


Medicine, program in hospital ad- 
ministration. 


MR. DAVIS MR. DREWA 


@ MArcusS E. DREWA has been ap- 
pointed administrative assistant at 
Southern Baptist Hospital, New 
Orleans, La. He will receive his 


- master’s degree in hospital admin- 
istration from Northwestern Uni- 


versity in June. 


@ PAUL L. EISELE, M.D., has been 
appointed manager of the Veter- 
ans Administration Hospital, Al- 
buquerque, N. Mex. He was for- 
merly manager of the Veterans 
Administration Hospital, Wauke- 
sha, Wis. 

Dr. Eisele succeeds DAvip K. 
DALAGER who will retire. 


@ G. DALE SPLITSTONE has been 
appointed assistant administrator 
of Reid Memorial Hospital, Rich- 
mond, Ind. He was formerly ad- 
ministrative assistant in the De- 
partment of Health and Hospitals 
in Denver. Mr.- Splitstone is a 
graduate of the Columbia Univer- 
sity course in hospital administra- 
tion. 


@ ROBERT STONE has been ap- 
pointed assistant administrator of 
Griffin Hospital, Derby, Conn. 
He was formerly an assistant di- 
rector of the Jewish Hospital of St. 
Louis, Mo. He is a graduate of the 
Columbia University, School of 
Public Health and Administrative 
Medicine, program in_ hospital 
administration. | 


@ RUSSELL STEPANCHAK has been 
appointed administrator of Colum- 
bia (Pa.) Hospital, succeeding 
ANNABELLE MCNEAL. He was form- 
erly Hospital analyst at the Uni- 
versity of Pittsburgh. 

Mr. Stepanchak is a graduate of 
the University of Pittsburgh pro- 
gram in hospital administration. 


@ EDWARD J. WALSH has been ap- 
pointed executive director of 
French Hospital, New York City, 
succeeding RAYMOND FAy. 


Deaths 


@ HAYWARD R. HAmrRIcK, M.D., 
vice president and medical direc- 
tor of Jefferson Hospital, Phila- 
delphia, died January 21 after a 
brief illness. He was 49. Dr. Ham- 
rick was also secretary of the 
board of trustees of Jefferson Med- 
ical College and Hospital. 

In 1950, Dr. Hamrick was ap- 
pointed a member of the board of 
directors of the Eastern Pennsyl- 
vania Psychiatric Institute. He 
was also a member of the board 
of directors.of Children’s Heart 
Hospital, Philadelphia; the Hos- 
pital Council of Philadelphia and 
was on the advisory committee of 
the Health and Welfare Council. 
Dr. Hamrick was a member of the 
American Hospital Association and 
the American College of Hospital 
Administrators. 


@ FRANK R. WRENN, M.D., died 
October 12, aged 72. Dr. Wrenn 
was at one time superintendent of 
Anderson (S.C.) County Memorial 
Hospital and later its president. 
He had also served as chairman of 
the board of trustees for the city 
schools. | 

Dr. Wrenn was a member of the 
South Carolina Medical Associa- 
tion and practiced in Anderson. 


Correction 


In the January 16 issue, Col. 
Joseph C. Thompson was errone- 
ously listed as commanding officer 
of William Beaumont Army Hos- 
pital, Fort Bliss, Texas. Col. 
Thompson is the executive officer 
of the hospital. 
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BIG REDUCTION IN MAINTENANCE COSTS 


With Huntington’s 


WE CUT OUR LABOR COSTS BY HALF 


Ninety-five cents of every maintenance dollar goes for 
labor—only five cents for materials. Find a_ better 


method of using those materials, and you may be able 


to save up to half of your labor costs! 

But that takes time—probably more time than you 
have to devote to the problem. Then what do you do? 
Call in an expert in the use of maintenance materials 
and labor—your Huntington Representative. He would 
like for you to use Huntington products, yes. But only 
when his products and his methods can do a better job 
for you than what you are now using. 


With Experienced Supervision . . . 


My 
Huntington 


Huntington, Indiana 


| FOUND THE MAN WHO HELPED ME PLAN FOR BETTER MAINTENANCE 


¢ Philadelphia 35, Pennsylvania 


How can your Huntington Representative help? In 
two big ways. First, the company he represents has de- 
voted nearly a half century to the scientific development 
of products and methods for efficiently cleaning, pre- 
serving, finishing and maintaining buildings from floor 
to ceiling. Second, the experience gained from servicing © 
25,000 floors daily (and that’s what Huntington Prod- 


ucts do) is at your service, without cost. Write today. 


Ask for the name of your Huntington Representative 
... the Man behind the drum! His knowledge and ex- 
perience can help you reduce maintenance costs. 


..» Means Beautiful Floors 


Because he really knows maintenance problems, and how to get around them, my 
Huntington Representative showed us how to cut cleaning time—how to do the 
same job more efficiently with less labor—and make my maintenance dollars go 
further than they ever had before! If you don’t know who your Huntington Repre- 


Repr esentative sentative is, better write today and find out. He can help you save money! 


Ask for the Man Behind the Drum... Your Huntington Representative 


HUNTINGTON LABORATORIES 


INCORPORATED 


Toronto 2, Ontario 
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MUM CHANCE 


they made their hospital easier on the ears 


by GEORGE M. GOETTELMAN 


Fee LOBBY, the busy chatter 
of voices from the switchboard 
room, the bustle of arriving and 
departing doctors, nurses and visi- 
_tors—this is the scene that some- 
times greets patients arriving at 
many modern hospitals, where 
peace and quiet are supposed to 
be vital components of medical 
care. 

What’s more, the noise usually 
doesn’t end in the lobby, but fol- 
lows the patient to his room. There 
he is beset by the clanging of pails, 
mops and other cleaning equip- 
ment; his ears are assaulted by 
the clatter of food serving equip- 
ment and squeaking of doors. Radio 
and television loudspeakers and 
heels striking the corridar floor 
may make the days—and the 
nights—anything but peaceful. 

Some hospital administrators 
maintain that this noise is un- 
avoidable, that it is all part of 
running an efficient, modern insti- 
tution. How, they ask, could a hos- 
pital do without a switchboard, a 
cleaning force, food carts, visitors, 
or such patient conveniences as 
radio and television? They can’t, 
of course. All these services should 
be provided, but they can be done 
quietly. 


CASE STUDY 


Middlesex General Hospital, a 
120-bed voluntary institution in 
New Brunswick, N. J., is an ex- 
ample of a hospital that recognized 
a problem of excessive noise and 
set out to do something about it. 

While it enjoyed an excellent 
reputation for the quality of its 
service and care facilities, Middle- 
sex Hospital was plagued with 
complaints about noise from pa- 
tients and staff alike. Fully 35 per 
cent of all discharged patients— 
better than one in three—com- 
plained of too much noise during 


George M. Goettelman is executive di- 
rector of Industry’s Advisory Board for 
Hospitals, New Brunswick, N. J 
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JOHN BEDDOW, left, administrator of Middlesex General Hospital, 
New Brunswick, N. J., points out to George M. Goettelman the ad- 
vantages of the new container which replaces the noisy waste can. 


Middlesex General Hospital, after 
discovering that 35 per cent of dis- 
charged patients complained of too 
much noise during their stay in the 
hospital, resolved to do something 
about it. Recommendations of an en- 
gineer called in to survey the problem 
included relocating the switchboard 
and replacing metal waste pails with 
plastic containers. These and other 
noise-control measures reduced com- 
plaints about noise by 80 per cent. 


their stay in the hospital. Adminis- 
trator John H. Beddow was aware 
of the problem, but knew the hos- 
pital lacked the resources to hire 
an industrial engineer to recom- 
mend corrective measures. 
Instead, he asked for the help 
offered through regional groups 
known as Industry’s Advisory 
Board for Hospitals. These groups 
are supported by the Society for 
Advancement of Management, a 
professional business society with 
chapters in almost all industrial 
centers throughout the United 
States and Canada. 


Help offered hospitals by the 
advisory board is given through 
specialists from private industry, 
each expert in his own field, who 
come into a hospital, survey the 
trouble spots, diagnose their cause 
and make recommendations for 
their elimination. Such specialists 
as industrial engineers, personnel 
directors, public relations men, 
cafeteria managers, accountants, 
safety experts and others volun- 
teer their talents through the board 
to give free help to hospitals faced 
with pressing problems of adminis- 
tration and management. 

This plan through which private 
industry lends the talents and 
brains of its top men to bring the 
most modern techniques of Amer- 
ican business to the nation’s hos- 
pitals has been in operation since 
1951. 


SOUND METER FINDINGS 


When Mr. Beddow asked the 
Raritan Valley chapter of the Soci- 
ety for Advancement of Manage- 
ment for help, that agency’s ad- 
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A discussion of some of the 
principles of acoustical engineer- 
ing used in the analysis of the 
noise problem at Middlesex Gen- 
eral Hospital appears on page 
30 of this issue. 


visory board responded by sending 
Robert Salvin, an industrial engi- 
. neer, to Middlesex General Hospi- 
tal. A few tests with a sound meter 
brought forth some startling facts. 


In some areas, the engineer found’ 


that the noise reached 80 decibels 
—about equal the decibel level for 
heavy street traffic. In the lobby, 
for example, the meter recorded a 
noise level of 65 decibels, while 
- some of the corridors on the upper 
floors had noise levels of up to 75 
decibels. By comparison, a quiet 
office has a noise level of only 45 
decibels. 

By the time the survey was 
complete, the engineer was able to 
make almost a dozen concrete rec- 
ommendations, ranging from the 
handling of waste pails to the reg- 
ular. oiling of doors and other 
equipment. Following is a partial 
list of his recommendations, to- 
gether with the hospital’s correc- 
tive action: 

Lobby. The high decibel level was 
caused by the telephone switch- 
board, people gathering to talk in 
the area, and noises from the busi- 
ness Office. It was recommended 
that a special %g-inch acoustical 
ceiling be installed in the recep- 
tion room and that similar material 
' be installed in the business office. 
The switchboard was singled out 
as the chief culprit in noise pro- 
duction. It was moved to a clinic 
area in the basement, with the re- 
sult that conversation sounds and 
the commotion of staff and visitors 
collecting around the switchboard 
are no longer important noise fac- 
tors. It was also recommended that 
staff members use the clinic en- 
trance. 

Radio and Television. Attenuating 
rheostats were recommended to be 
placed in series with the volume 
controls. Closing the doors of rooms 
in which radio or television sets 
are operating was also recom- 
mended. Verbal requests for co- 


operation of patients and nurses. 


minimized this problem. Moreover, 
as other noises decreased, there no 
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longer was any. need to turn the 
volume so loud. | | 

Waste Disposal. A recommendation 
to replace metal waste pails with 
plastic containers was carried out. 
The hospital now uses fiberboard 
cans which roll on casters and are 
lined with removable canvas bags. 
These bags are washed daily in the 
Faundry. As a result, noise from 
this source has been almost com- 


pletely eliminated. 


Squeaky Doors. A number of 
squeaky doors were found, as well 
as many with defective automatic 


closers. It was recommended that 
a regular schedule for checking 
and oiling doors be established. 
Cleaning. The clanging noises made 
by maintenance employees in pick- 
ing up and setting down metal mop 
pails were eliminated by substitut- 
ing plastic pails. In addition to 
being quieter, these containers have 
the added benefit of being much 
lighter than the metal ones. 
Corridor Flooring. While a recom- 
mendation to install resilient floor- 
ing on all existing corridor floors 
(Continued on page 96) 
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pedestal. base which contains all piping. 


STANDARD EQUIPMENT ON ALL TABLES INCLUDE: 


@ Graduated two liter bottle 
@ Rubber headrest 


@ Irrigation hose and nozzle 
@ Aspirator, hose and nozzle 


sink, 


ARKET FORGE 


AUTOPSY TABLE 


Top is easily raised or lowered by foot operated hydraulic. pump 
adjusting the working height and providing a welcomed change 
of procedure during a lengthy autopsy. The Rota-Lift top may 
also be turned in an arc of 90° and may be positively locked in 
any position to provide maximum operating convenience and 
working comfort. Drainage system allows complete elimination of 
fluids through deep trough construction and perforated top 
panels. Bottom of trough is equipped with large strainer to 
prevent loss of small parts. Top panels are removeable for easy 
cleaning of table. Control valves, hose connections and suction 
bottle are mounted within easy reach on the sturdy sanitary 
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flow process charts, carefully 
prepared and analyzed, can help... cut down steps 
and step up 
efficiency 
PEELER 
STOVE STEAM TABLE | | SHREDDING | GARBAGE; WORK 
ae 4 SCALE | MACHINE | CAN | TABLE 
+ 
Fig. I—FLOW DIAGRAM FOR WORK OF SALAD COOK | . 
IN PREPARING RAW CARROT SALAD ly 
REFRIG. SINK 
,\LOW PROCESS charts have been 
found to be extremely helpful | 
in analyzing production output of | L 


kitchens and in pinpointing hin- 
drances to better food production. 
These charts are a graphic method 
of recording the activities of men 
and materials doing a particular 
job. Dietitians who are planning 
new or remodeled kitchens have 
found such charts to be very valu- 
able in determining equipment 
needs. 

When food production oper- 


ations are charted out, it is easier — 


to see the back-tracking, proxi- 
mity of one work station to 
another, duplication of effort, and 
potential sources of accidents. All 
of these factors can be more 
readily checked by preparing and 
studying diagrams, which show, 
by means of dotted lines, the rela- 
tive movement of employee and 
material through work units. Fig- 
ure I, for example, charts the steps 


Mary Lou Clippinger was completing her 
requirements for a master’s degree in 
business administration at the University 
of Chicago at the time this article was 
written. Miss Clippinger is now a dietitian 
with Slater Food Service Management, 
Philadelphia. 


Flow process charts have been found 
to be effective tools for finding quick- 
er and better ways to do a job. These 
charts pinpoint equipment needs and 
unequal distribution of workload. 


in the preparation of a raw carrot 
salad, from pantry to work table.! 

Dietitians can effectively use 
process charts to determine equip- 
ment needs for new and remodeled 
food service units. These process 
charts portray graphically the 
procedures and equipment neces- 
sary in the preparation of each 
menu item. A process chart, simi- 
lar to Figure II, page 76, on mashed 


potatoes, should be prepared for 


each item served. 

Careful analysis of process 
charts, with an eye to the staffing 
of the work stations, will show the 


PANTRY 


dietitian if she is overstaffing 
some work stations and giving 
other employees an undue share 
of the workload. Further analy- 
sis of work procedures at an indi- 
vidual work station might uncover 
ways of improving distribution of 
workload. The operation sheet for 
a worker assembling a tray (Fig- 
ure III, page 76) shows a close 
balance of activities of the hands, 
which reduces body fatigue and 
increases output.? 

After the dietitian evaluates 
these process charts, she will un- 
doubtedly find several areas 
where changes should be made. If 
the changes involve new ~ work 
procedures for certain employees, 
she must carefully consider the 
employees’ temperaments and 
abilities. One person may enjoy a 
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YOU ASKED 
CONVENIENT DISPENSING! 


FLEX-STRAWS NOW PACKED 
in a convenient DISPENSER BOX 


MINIMUM HANDLING...MAXIMUM PROTECTION 


FLEX-STRAWS are distributed quickly and efficiently from the 
new dispenser box. Straws are removed at corrugated section so 
that it is never necessary to touch either the end which is immer- 
sed or the end which touches the mouth; assuring maximum 
protection and sanitation. One or several FLEX-STRAWS can be 
_ dispensed with minimum time and effort. The dispenser tab may 
be closed between uses. ORDER FROM YOUR DISTRIBUTOR NOW. 


FLEX-STRAW COMPANY 2020 sroapway « santa MONICA, CALIF. 


Canadian Distributors: Ingram & Bell, Ltd. * Toronto 
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PROCESS CHART OF PRODUCT nape EQUIPMENT 


process Preparing Mashed Potatoes 
: Number of portions 100 


- 
WORKER MATERIAL ) 


Operation 


SUMMARY 


= 
| _PRESENT PROPOSED — 


Transportation 


CHART BEGINS Potatoes removed from storage 


cuart potatoes ready to be served 


CHARTED BY M. E, Brown DATE 1-31-57 


1. Potatoes in storagé 
3. Potatoes sorted according to 
| he Potatoes peeled mechanically 


5 

6 
7. Potatoes cooked in steamer 
8 

9 


Potatoes mashed 


11, Potatoes seasoned 


PRESENT 


Inspection 


) Detay 


TOTALS 


DISTANCE 


D 


size 


- Potatoes "eyed" in water by hand 


- Potatoes removed from steam cooker 


Storage 
+ 


PROCESS 


- Potatoes transported to mixing machine 


_13, Potatoes transferred to containers for service 


| NO. TIME 


| no. | 


| a2; 
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TIME | NO. | 


TIME 
| 


$ 
FT et. 


MEMORANDA 


Equipment Used 


2. Potatoes (33 lbs.) transported to vegetable unit Hand truck 


_ Potato peeler, electric 


_ Work table ahd Sink 


- Potatoes transported to vegetable steamer 


| Vegetable steamer 


_ Power mixer, electric 


12, Potatoes inspected and tasted for acceptability 


+ 
| 
| 


Fig. Il—FLOW PROCESS CHART FOR MASHED POTAIOES 
: i i t 
OPERATION: Assembling serving tray DATE 
OPERATION NO. 16 
PART NAME: Dinner Menu PART NO. 
OPERATOR’S NAME: Mary Smith MADE BY: JGC 
SERVING TABLE 
TRAY 
= 
LEFT HAND RIGHT HAND 
Get food card Get salads 
Place on tray Place on tray 
Get fork . Get knives and spoon 
Place on tray Place on tray 


hand and a large circle denotes an action such as grasping an article. 
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WITH IND'CATIONS OF TASKS FOR RIGHT AND LEFT HANDS 


IN THE bottom portion of the above chart a small circle indicates transportation of the 


JJ]—OPERATiION SHEET FOR WORKER ASSEMBLING TRAY FOR DINNER MENU 


highly repetitive job and for him 
the job is efficiently set up. An- 
other employee needs a change 
and.a challenge. If a supervisor 
introduces a change to an em- 
ployee in the wrong way, she will 
decrease operational efficiency. 
Nearly every kitchen task can 
be done easier and faster. Al- 
though some tasks necessitate new 
equipment, in most cases the 
methods can be improved. The 
flow process chart is one effective 
tool for uncovering better ways to 
do a job as well as pinpointing 
equipment needs and unequal dis- 
tribution of work-load. | = 


REFERENCES 


1. Carlson, J. G. Planning easier work. 
J. Am. Diet. A. 30:135 Feb. 1954. Permis- 
sion to use this chart has been received 
from Mr. Carlson and the Journal of the 
American Dietetic Association. 

2. Ibid., p. 136. Permission.to use this 
chart has been received from Mr. Carlson 
and the Journal of the American Dietetic 
Association. 


Notes and Comment 


Filmstrips, Records Useful 
in Teaching Diabetic Diet 


Five color filmstrips and records 
on the dietary aspects of treating 
diabetes have been recently re- 
released. These filmstrips have 
been found to be an effective tool 
in teaching the diabetic diet to in- 
patients, outpatients, medical stu- 
dents, interns, and residents. 

First issued in 1951 as a part of 
the film series, “Taking Care of 
Diabetes,” these filmstrips were 
prepared by the Public Health 
Service in cooperation with the 
American Dietetic Association and 
the American Diabetes Association. 

The titles of these filmstrips are: 
Eating for Good Health, Planning 
Good Meals, Buying Good Food, 
Cooking Good Meals and Selecting 
Meals for All Occasions. The film- 
strips may be borrowed on short- 
term loan from the Communicable 
Disease Center, Atlanta, or from 
the Public Health Service regional 
offices in the following cities: At- 
lanta; Charlottesville, Va.; Chi- 
cago; Dallas; Denver; Kansas City, 
Mo.; New York City, and San 


Francisco. 


The filmstrips and records may 
be purchased from United. World 
Films, Inc., 1445 Park Ave., New 
York 29. Price of each filmstrip 
and record. is $9.10. * 
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(LEFT) QUICK way te clean and freshen chopped parsley is to place 
it in cheese cloth, wrap it up and douse it under a faucet. Simply 


Simplified Methods Speed Up Lettuce, Parsley Preparation 


More and more emphasis is be- 
ing placed on motion economy as a 
means of reducing food costs. Al- 
though many dietitians are analyz- 
ing and reducing motion output in 


their complex food production op- 
erations, too often the simple pro- 
cedures, such as collecting sliced 
lettuce and cleaning parsley, have 
been overlooked as sources of mo- 


_ wring out the excess water by twisting the ends of the cheese cloth. 
(RIGHT) Place a pan under the cutting board to collect the lettuce. 


-tion conservation in the kitchen. 


The pictures above, included in 
Dr. D. E. Lundberg’s article, “How 
to Increase Your Efficiency,” in the 
August 1955 issue of Diner Drive- 
In, illustrate ways of speeding up 
lettuce and parsley preparation. ® 


Spring Cycle Menu 
for the North-Northwest 


21-DAY selective spring 
cycle menu and market orders 
for perishables on pages 78-80 are 
designed particularly for hospitals 
in the northern and northwestern 
sections of the United States. 
These menus, which are to be 
used during March, April and 
May, feature foods popular in 
these sections of the country. 

The menus in this issue are the 
final set in the four-part series of 
spring cycle menus published in 
this Journal. Spring cycle menus 
for Midwest hospitals were in- 
cluded on pages 69, 70 and 72 of 
the January 1 HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSOCI- 
ATION. The South-Southwest 
spring cycle menus.were published 
in the January 16 issue of the 
Journal, pages 82-85. The East 
menus were included on pages 71- 
73 of the February 1 issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food -pro- 
duction operation simple for the 
smaller hospital. Moreover, a 
moderate to low cost food budget 
was used. 
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This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 


Hospitals using the AHA Master 
Menu service are asked to use the 
February 1956 menus, published in 
the January | and 16, 1956 issues of 
this Journal, until the- spring cycle 
menus go into effect March 1. 


this item is to be served on the full 
or normal diets, while those la- 
beled (S) are for the soft and oth- 
er modified diets. Where the letters 
(FS) appear, the menu item can 
be served on both the full and soft 
diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and 


frozen fruits and vegetables that 
a 50-bed hospital will need to pro- 


duce the menu. The market order 
includes all portion-ready meats, 
oven-ready roasts, portion-ready 
seafood, eviscerated poultry and 
other pre-prepared items. The 
amounts are computed on the 
basis of serving 100 patient and 
personnel meals at breakfast, 125 
at noon and 100 at night. By using 
a multiple of 50, larger hospitals 
can easily arrive at their market 
orders. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned ffish, canned 
fruits and fruit juices, dried fruits 
and vegetables, jellies, cake and 
pudding mixes, pickles, canned 
soups. and canned vegetables. 

This list of supplies was pub- 
lished on page 73 of the January 1 
issue of this Journal. The standard 
is also available upon request by 
writing the American Hospital 
Association, 18 E. Division St., 
Chicago 10. 
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Ist WEEK NORTH-NORTHWEST SELECTIVE SPRING CYCLE MENU—prepared by Mrs. Mabel Mathias, chief dietitian, 


MENU TO BE USED DURING MARCH, APRIL AND MAY 


Northwestern Hospital, Minneapolis 


Ist week market order for perishables (per 50 beds) 


(F)\—Full Diet  (S)—Soft (FS)—Full and Soft Diet 


| breakfast noon night 
Sliced Oranges Cream of Mushroom Soup Split Pea Soup — 
> or Pineapple Juice Spanish Rice (F) or Canadian Bacon Baked Ham with Spiced Raisins (F) or Salisbury Steak with Mushroom Gravy(S) 
m4 Farina @r Ready-to-Eat | Cheese Fondue (S) or Baked Potato Parslied Buttered Potatoes (FS) 
c Wheat Flake Cereal Buttered Sliced Beets (FS) tr Seren wns Cabbage Buttered Cauliflower or Spinach Souffle (FS) 
4 Scrambled Egg Green Salad Bowl with Roqdefort Cheese Dressing Stuffed Prune Salad on Orange Slices or Celery Hearts—Ripe Olives 
E Raisin Toast | or Peach Salad with Bing Cherries French Chocolate Pudding (FS) or Fresh Fruit Cup 
lone’s Lemon Pudding or Lemon Sherbet (FS) am 
Fresh Apple Sauce _ Cream of Tomato Soup | Chicken Noodle Soup 
= or Tangerine Chicken, Noodle, and Mushroom Casserole (FS) or Braised Short Ribs _ Leg of Lamb with Mint Jelly (FS) or Baked Stuffed Pork Chop 
| Malt Cereal Baked Potato (FS) Mashed Potatoes (FS) 
2 or Puffed Rice Cereal Buttered Asparagus (FS) or Stewed Tomatoes | Buttered Peas (FS) or Broccoli with Hollandaise Sauce 
— Soft Cooked Egg _ Spiced Crabapples and Ripe Olives or Head Lettuce with French Dressing | Grapefruit and Avocado Salad or Chef's Salad Bowl with Roquefort Dressing | 
_ Whole Wheat Toast _ Banana Pudding (FS) or Frozen Peaches | Bunch of Grapes or Old-Fashioned Rice Pudding (FS) , 
>. Rhubarb Sauce _ Cream of Celery Soup Beef Soup with Barley 
co or Grape Juice Lamb Stew with Biscuits (FS) or Creamed Dried Beef on Toast Points Roast Prime Rib of Beef With Gravy (FS) er Saute Chicken Livers 
Ss Rolled Oat Cereal Baked Potato (FS) Oven-Browned Potatoes (FS) 
2 or Corn Flakes Sauté Tomatoes or Buttered French-cut Green Beans (FS) Glazed Carrots (FS) or Creamed Celery 
a — | Omelet with Jelly Cranberry Relish-Stuffed Celery Hearts Pear and Cottage Cheese Salad or Cabbage Salad with Boiled Dressing 
> or Molded Pear Salad with Whipped Cream Dressing Cream Puffs (FS) or Whole Orange 
| Fresh Fruit Cup er Two-Colored Blancmange (FS) 
me | Fresh Grapefruit Cream of Pea Soup Fresh Vegetable Soup 
s or Apricot Nectar Macaroni and Cheese in Casserole (FS) or Sliced Boiled Ham Swiss Steak with Gravy (F) or Lamb Patties (5) 
Ss | Wheat Cereal or Ready., Baked Potato (FS) Baked Potato (FS) 
= to-Eat Malt Flake Cereal; Buttered Mixed Vegetables-or Peas.in Cream (FS) Buttered Lima Beans @r Baked Acorn Squash (FS) 
= Crisp Bacon Banana-Nut Salad or Carrot Strips—Green Olives Tomato and Avocado Salad or Cinnamon Apple Salad 
ai | Cinnamon Rolls Angel Food Cake with Orange Sauce (FS) or Whole Peeled Apricots Martha Washington Pie (FS) or Gelatin with Bananas and Whipped Cream 
Stewed Prunes | Chicken Gumbo Soup Vermicelli Soup’ 
or Orange Juice _ Tunafish Salad with Ripe Olives—Potato Chips (F) or Breast of Chicken (S) | Baked Salmon with Lemon Butter (FS) or Broiled Lamb Chop 
= Whole Wheat Cereal Baked Potato (FS) Parslied Buttered Potatoes (FS, 
a or Shredded Wheat Buttered Spinach (FS) or Buttered Whole Kernel Corn Stewed Tomatoes or Buttered Diced Beets (FS) 
— Cereal Shredded Lettuce and Radish Salad with French Dressing Iceberg Lettuce with 1000 Island Dressing 
Poached Egg On Toast or Autumn Fruit Salad Bowl or Spiced Peach and Cream Cheese Salad 
| Spice Cake with Caramel Icing (F) or Baked Apple (S) Ice Cream with Butterscotch Sauce (FS) or Half Pink Grapefruit 
Orange and Grapefruit _ Tomato Juice Beef Soup with Dumplings 
> Juice or Apricot Sauce. Denver Sandwich on Toasted Bun—Sliced Dill Pickle Pot Roast with Gravy (FS) or City Chicken Legs 
m=, Whole Wheat and Oct | or Broiled Chicken Livers (FS) Creamed Diced Potatoes (FS) 
5 Cereal or Ready-to- Steamed Rice Buttered Asparagus Spears or Buttered Peas (FS) 
+ Eat Rice Cereal Buttered Onions or Mashed Squash (FS) Gingerale Salad with Diced Apples and Walnuts 
“ Crisp Bacon Celery, Cabbage and Green Pepper Salad @r Waldorf Salad on Apple Slices or Green Salad Bowl—French Dressing 
| Nectarines in Syrup or Date-Filled Cookies (FS) Frozen Strawberries or, Two-Colored Blancmange (FS) 
Fresh Grapefruit | Tomato Consomme _. Oyster Stew 
~_ or Pear Sauce | Oven-Fried Chicken or Club Steak (FS) Cold Baked Ham with Watermelon Pickles (F) or Scrambled Eggs (S) 
=] Rolled Wheat Cereal §= Mashed Potatoes (FS) re | Baked Potato (FS) 
2 or Ready-to-Eat _ Buttered French-cut Green Beans (FS) or Cream Style Corn | Buttered Carrots (FS) or Succotash 
4 Wheat Flake Cereal Molded Bing Cherry Salad or Tossed Vegetable Salad with French Dressing | Pineapple, Date and Celery Salad or Tomato and Avocado Salad 
Soft Cooked Egg Ice Cream with Chocolate Sauce (FS) or Italian Plums _* Chocolate Angel Food Cake (FS) or Frozen Raspberries 
Sweet Rolls | | 


Bread, utter ond a choice of beverages are to be with oath meat. 


Specifications, & No. of item, Specifications, Amounts & No. of Serviags ‘nom, Specifications, & No. of 
BEEF | POULTRY - Potatoes, White Bag, #1 300 Ibs. 
Ground U. S$. Commercial, 10 Ibs. 40 | Fowl (Eviscerated) Grade A, 5 Ib. av. 40 Ibs. 120 | Radishes Bunch 1 doz. 
5 Ib. pkg. Breasts 5 oz. each 10 Ibs. 30 | Squash, Acorn 20 Ibs. 80 
Dried (Sliced) 2 Ibs. 20 | Livers 5 Ib. buckets 20 Ibs. 100 | Tomatoes Repacked (5x6) ~ 2 lugs, 60 Ibs. 
Ribs U.S. Good 60 Ibs. 90 | Fryers (Eviscerated) Grade A, 2 Ib. av. 10 Ibs. 20 FROZEN FRUITS 
Rump (Boneless) U. S. Good 30.lbs. 90 FRESH FRUITS ; 
Steak, Butt U.S. Choice, 5 oz. ea. 30 Ibs. 90 | Apples Jonathan, 113s 3 boxes 
Short Ribs U. S. Choice 10 tbs. 20 | Avocados Ripe 18 (1 box) on 5-1 we - 
| Steak, Swiss U.S. Good, 4 oz. each 20 Ibs. 80 | Bananas Ripe 30 Ibs. . : g Ib 40 
Crachertihs 1 Ib. pkg. 10 Ibs. Raspberries 8 Ib. can, 5-1 sugar 8 Ibs. 
LAMB P Rhubarb 1 Ib., pkg. 4 ibs. 24 
Grapefruit Seedless, pink 3 boxes 
Leg (B.R.T.) U.S. Good, yearling 30 lbs. 90 Strawberries Sliced, 8 Ib. can 16 Ibs. 80 
Ground (Shoulder) _U. S. Good S ibs. 20 
Grapes Emperor, box 28 Ibs. FROZEN VEGETABLES 
Chops, Rib U.S. Choice, 5 oz. ea. 10 tbs. 30 foe oe id A Cuts. 2% Ib. pk 15 Ib 90 
Stew U.S. Good, in.cubes 20 Ibs. 100 
j Oranges 176s 1 box Asparagus Spears, 2% Ib. pkg. 2% Ibs. 15 
PORK Tangerines 144 (crate) 1 crate Beans, Green Julienne, 2 Ib. pkg. 30 Ibs. 180 
Bacon 24-26—1+# 12 Ibs. 144 FRESH VEGETABLES Beans, Lima Small green, 2% Ibs. 15 
Bacon, Canadian 5ibs. 40 | Cabbage Bag 50 Ibs. 2% Ib. pkg. 
Chops, Loin Grade A,40z.each Stbs. 20 | Carrots Topped, bag 100 Ibs. Broccoli Buds and stems, 2 Ibs. 15 
Ham (Pullman) Ready-to-eat, 60 Ibs. 180 | Celery Pascal, 30s ] crate 2% Ib. pkg. 
10-15 Ib. av. Celery Cabbage’ 6 heads only | Cauliflower 2% Ib. pkg. 2% Ibs. 15 
VEAL Cucumbers 1 doz. Mixed Vegetables Ib. pkg. Ibs. 15 
; Lettuce Head, 48s 2 crates Peas 2% Ib. pkg. 45 lbs. 270 
City Legs oF. each Onions, Dry Bag 50 Ibs. Spinach Chopped, Ib. pkg. 15 tbs. 90 
FISH Onions, Green Bunch 1 doz. Squash, Winter 3 Ib. pkg. 18 Ibs. 72 
Salmon Red, steaks, 5 oz. eo. 25 lbs. 75 | Parsley Bunch 1 doz. Succotash 2% Ib. pkg. 2% Ibs. 15 
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2nd WEEK NORTH-NORTHWEST SELECTIVE SPRING CYCLE MENU—prepared by Mrs. Mabel Mathias, chief dietitian, 
MENU TO BE USED DURING MARCH, APRIL AND MAY 


Northwestern Hospital, Minneapolis 


saturday | friday | thursday i wednesday : tuesday | monday 


breakfast 


noon 


| 


night 


Grapefruit Juice 


Bacon 
Choice of Toast 


or Peach Sauce 


to-Eat Rice Cereal 


Cream of Asparagus Soup 


Cheese and Corn Souffle with Mushroom Sauce or Breast of Chicken (FS) 
Wheat Cereal or Ready- Mashed Potatoes (FS) 
Sauté Parsnips or Creamed Asparagus (FS) 

Cooked Fruit Salad Bowl or Chef's Salad Bowl—1000 Island Dressing 
Cupcakes with Fudge Frosting (FS) @r Royal Anne Cherries 


Beef Soup with Barley 

Veal Birds (FS) or Baked Stuffed Tomato 

Parslied Buttered Potatoes (FS) 

Buttered Broccoli or Wax Beans in Cream (FS) 
Pineapple Cole Slaw or Asparagus and Pimento Salad . 
Half Grapefruit or Baked Custard 


Tomato Juice 


Soft Cooked Egg 
Coffee Cake 


or Stewed Apricots 
‘Whole Wheat Cereal Baked Potato (FS) 
or Bran Flake Cereal 


Orange and Grapefruit Juice 
Tomato Stuffed with Crabmeat Salad-Olives-Potato Chips (F) or Savory Eggs (S) 


Buttered Brussel Sprouts or Chopped Spinach (FS) 
Tossed Vegetable Salad—French Dressing or Banana and Peach Salad 
Homemade Cookies (FS) or Fresh Rhubarb Sauce 


Beef Vegetable Soup 

Pork Tenderloin Patties with Gravy or Leg of Lamb with Mint Jelly (FS) 
Mashed Potatoes (FS) 

Buttered Celery or Creamed Carrots (FS) 

Green Salad Bowl with Cottage Cheese or Pink Grapefruit and Avocado Salad 
Apple Cobbler or Lime Sherbet (FS) 


Grapefruit Sauce 
or Apple Juice 


Wheat Cereal 
Bacon 
Raisim Toast 


Cereal or Puffed 


Cream of Mushroom Soup 


Molded Cranberry Salad 


Chicken Pot Pie or Broiled Veal Chop (FS) 


Whole Wheat and Oat Mashed Potatoes (FS) 
Buttered Brussel Sprouts or Stewed Tomatoes (FS) 


or Green Salad Bowl with Chopped Hard-Cooked Egg 


| Prune Whip (FS) or Royal Anne Cherries 


Chicken Broth With Rice ‘ 

Swedish Meat Balls in Gravy or Broiled Lamb Chop (FS) 
Mashed Potatoes (FS) 

Buttered French-cut Green Beans or Mashed Squash (FS) 
Pickled Beet and Cress Salad or Gelatin Salad with Vegetables 
Schaum Torte with Ice Cream (FS) or Baked Apples 


Sliced Oranges 


Farina 

or Corn Flakes 
Scrambled Egg 
Sweet Rolls 


or Apricot Nectar 


Cream of Tomato Soup 


Mashed Potatoes (FS) 


Hot Turkey Sandwich with Gravy (FS) or Little Pig Sausages 


| Wax Beans in Cream (FS) or Broccoli with Lemon Butter 


Celery Hearts and Carrot Curls or Iceberg Lettuce with 1000 Island Dressing 
Brownies with Fudge Frosting (F) or Sliced Peaches in Syrup 


Beef Soup with Alphabets 

Roast Beef with Gravy (FS) or Broiled Liver and Bacon 

Oven-Browned Potatoes (FS) 

Creamed Cauliflower or Buttered Peas (FS) 

Shredded Lettuce, Carrot and Radish Salad with French Dressing 
or Celery Hearts—Spiced Pears 

Lemon Pudding with Meringue or Pear Halves in Syrup 


Apple Sauce 
or Plum Sauce 


Eat Wheat 
Flake Cereal 


Farina or Ready-to- 


Poached Egg on Toast 


Cream of Vegetable Soup 


Salmon Loaf with Mushroom Sauce or Cubed Steak (FS) 


Parslied Buttered Potatoes (FS) 


Broiled Tomatoes (S) or Buttered Mexican Corn 
| Cabbage Salad on Slice of Pineapple or Molded Apricot and Nut Salad 


Date-Filled Cookies (F) or Stewed Prunes (S) 


Beef Consomme 

Fresh Pike with Tartar Sauce (FS) or Baked Pork Chop 

Creamed Potatoes (FS) 

Buttered Spinach with Hard-Cooked Egg (FS) or Buttered Lima Beans 
Vegetable Salad Bowl with Cottage Cheese or Orange-Date-Coconut Salad 
Cream Tapioca Pudding (FS) or Fruit Cocktail 


Rhubarb Sauce 


Malt Cereal or 


or Orange Juice 


Ready-to-Eat Rice Cereal 


Cream of Chicken Soup 


Mashed Potatoes (FS) 


Macedone of Vegetables in Casserole or Baked White Fish (FS) 


Buttered Cauliflower or Spinach Souffle (FS) 


Split Pea Soup 

Ham Loaf with Spiced Pears (F’ or Creamed Eggs on Toast (S) 
Escalloped Potatoes (FS) 

Buttered Kernel Corn or Harvard Beets (FS) 

Head Lettuce Salad with Creamy Roquefort Dressing 


sunday. 


Rice Cereal 
Soft Cooked Egg 
Cinnamon Rolls 


or Peach Sauce 


or Ready-to-Eat 


(F)—Full Diet (S)—Soft Diet 


(FS) —Full nd ‘Soft Diet 


Item, Specifications, Amounts & No. of sented 


Half Oven-Fried Chicken (FS) or Roast Sirloin of Beef 
Rolled Wheat Cereal Mashed Potatoes 
Buttered Carrots and Peas (FS) or Sauté Tomatoes 
Pineapple, Strawberry, and Cress Salad 

or Raw Vegetable Salad with French Dressing 
ice Cream (FS) or Fresh Frozen Raspberries 


Bacon Pear and Grape Salad or Gingerale Salad 
Choice of Toast Rice Delight (FS) er Apricot Sauce or Olives and Celery Hearts 
| : Snow Pudding with Lemon Sauce or Bing Cherry Sauce (FS) 
| Half Grapefruit | Consomme with Noodles Cream of Pea Soup 


fread: butter and a choice of beverages are fo be indeed with each neal. 


Cold Sliced Veal Loaf with Radishes (F) or r Baked Eggs (S) 
Baked Potato (FS) 
Creamed Celery or Buttered Sliced Beets (FS) 
Orange and Grapefruit Salad 

or Tossed Green Salad with 1000 Island Dressing 
Sponge Cake with Orange Icing (FS) or Green Gage Plums 


iin Specifications, Amounts & No. of Servings | _ltem, Specifications, Amounts & No. of Servings 


BEEF | ‘FISH Onions, Dry Bag 50 Ibs. 
3 Sirloin Butt, Bottom 10 Ibs. 30 Pike, Fresh Fillets . 20 Ibs. 80. Onions, Green Bunch 1 doz. 
(B.R.T.) White Fish, Fresh Lake Superior 25 Ibs. 100  Parsnips Topped 3 ibs. 12 
Ground U.S. Good, 5 lb. pkg. Slbs. 20 Potatoes, White Bag, #1] 300 Ibs. 
| Liver Steer, sliced 5 ibs. 25 Radishes Bunch 1 doz. 
& | Steak, Cubed U.S. Choice, 4 0z. ea. 25 tbs. 100 | Chicken Breasts 5 oz. each 30 Ibs. 90 | Tomatoes Repacked (5x6) 30 Ibs., 1 lug 
Top Round (Boneless) U.S. Good 30 Ibs. 90 (Eviscerated) av. Watercress Bunch 1 doz. 
ryers rade A, 2 Ib. av. s. 
3 aan Turkeys (Eviscerated) Grade A, 21-24 av. 40 Ibs. 80 FROZEN FRUITS 
Leg (B.8.T.) U. S. Good 30 Ibs. 90 FRESH FRUITS 
4 Chops, Rib U.S. Good, 5 oz. each 25 Ibs. 75 | Apples Jonathan, 113s 1} box 113 Rhubarb 1 Ib. pkg., 5-1 sugar 6 tbs. ~ 24 
5 Avocados Ripe 6 only 
Bananas Ripe 30 Ibs. FROZEN VEGETABLES 
PORK 
Bacon 24-26—l# 12 tbs. 144 | Grapefruit Seedless, 70s box 140 
© | Butts. Smoked 20 Ibs. 80 | Granefruit -Pinkmeat Seedless, 70 1 box 140 Beans, Green Julienne, 2 Ib. pkg. 21 Ibs. 15 
(Boneless) , Pinkme (tug) Beans, Lima Small green, 2% Ibs. 15 
Chops, Loin Grade A, 4 oz. each Sibs. 20 Ib. pkg. 
tome 2% Ib. pk 30 Ibs. 180 
Shoulder (Boneless) Grade A 5 tbs. 20 Oranges 176s Sheds 2S. 
Sausage Links 12-14 ibs. 20 Broccoli Buds and stems, 5 lbs. 30 
‘FRESH VEGETABLES 2% Ib. pkg: 
2 | Cabbage 50 Ibs. Brussel Sprouts 2% Ib. pkg. 5 ibs. 30 
a vans Carrots Topped, ba 100 Ibs. Cauliflower 2" Ib. pkg. Sibs. 30 
pped, bag 
= Cutlets U.S. Good, 4 oz. each 20 Ibs. 80 | Celery Pascal, 30s 2 crates Peas 2'4 Ib. pkg. 15 Ibs. 90 
Chops, Rib U.S. Good, 5 oz. each 30 Ibs. 90 | Cucumbers 1 doz. Spinach Chopped, 2’ Ib. pkg. 45 Ibs. 270 
Ground U.S. Good, 5 Ib. pkg. 20 Ibs. 100 | Lettuce Head, 48s 2 crates Squash, Winter 3 Ib. pkg. 24 Ibs. 96 
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MENU TO BE USED DURING MARCH, APRIL AND MAY 


3rd WEEK NORTH-NORTHWEST SELECTIVE SPRING CYCLE MENU—prepared by Mrs. Mabel Mathias, chief dietitian, 


Northwestern Hospital, Minneapolis 


breakfast 


noon 


night 


Fresh Rhubarb Sauce 
or Orange Juice 
Wheat and Oat Cereal 
or Puffed Wheat 


Clam Chowder 


Ham Croquettes (F) with Cream Sauce or Cheese Fondue (S) 


Baked Potato (FS) 
Buttered Asparagus (FS) er Broiled Tomatoes 

Pear, Cream Cheese and Almond Salad or Grated Carrot and Cabbage Salad 
Date Bars (F) or Whole Peeled Apricots (S) 


Beef Soup with Dumplings 

Baked Veal Steak with Gravy (FS) or Beef Stew with Vegetables 
Mashed Potatoes (FS) 

Julienne Carrots (FS) or Baby Lima Becns 

Chef's Salad Bowl or Fresh Pineapple and Date Salad 
Nectarines in Syrup or Butterscotch Pudding 


or Grape Juice 
Farina Ready-to-Eat 
Wheat Flake Cereal 


Cream of Celery Soup 
Chicken a la King on Noodles (F) or Salisbury Steak ‘S) 


Baked Potato (FS) 
Spinach with Lemon (FS) or Buttered Mixed Vegetables 
Cranberry Relish and Green Olives or Tossed Green Salad with French Dressing 
Chocolate Chip Cookies (FS) or Frozen Apricots 


Tomato Soup With Rice 

Roast Beef with Gravy (FS) or Barbecued Spareribs 

Oven-Browned Potatoes (FS) 

Buttered Peas (FS) or Glazed Parsnips 

Shredded Lettuce and Radish Salad or Perfection Salad : 
Devil's Food Cake with Fudge Frosting (F) or Royal Anne Cherries (S: 


or Pineapple Juice 
Whole Wheat Cereal 
or Ready-to-Eat Malt 
Flake Cereal 
Poached Egg on Toast 


| Tomato Juice 


Lamb Stew with Vegetables (FS) or Baked Stuffed Peppers 
Dutchess Potatoes (FS) 
Buttered Brussel Sprouts or Creamed Celery (FS) ? 

Golden Glow Salad or Head Lettuce Salad with 1000 Island Dressing 
Gingerbread with Whipped Cream (F) or Baked Apples (S) 


Fresh Vegetable Soup 
Baked Ham with Mustard Sauce (F) or Beef Pattie (S) 
Creamed Potatoes (FS) 
Green Beans in Cream (FS) or Buttered. Cauliflower 
Tomato with Green Pepper Salad 

or Stuffed Celery Hearts and Spiced Crabapples 
Peach Cobbler (F) or Orange Sherbet (5) 


or Tomato Juice 
Rolled Wheat Cereal 
or Puffed Rice Cereal 


Cream of Potato Soup 


Spaghetti with Meat Balls (F) or Omelet with Jelly (5) 


Baked Potato (FS) 


Buttered Peas and Carrots (FS) or Creamed Cabbage 
Tomato Aspic Salad @r Cucumbers in Vinegar 
Rhubarb-Tapioca Pudding (FS) or Sliced Oranges 


Chicken Noodle Soup 

Roast Veal with Gravy (FS) or Chicken Livers and Mushrooms on Toast 
Mashed Potatoes (FS) 

Cream Style Corn or Buttered Asparagus (FS) 

Green Salad with Roquefort Dressing or Peach and Cottage Cheese Salad 
Apple Dumplings with Vanilla Sauce (FS) or Fresh Fruit Cup 


or Orange Juice 


or Shredded Wheot 


Cream of Mushroom Soup 
| Eggs a la Benedict or teg of Lamb with Mint Jelly (FS) 
| Mashed Potatoes (FS) 


Buttered Baby Lima Beans or Spinach Souffle (FS) 


Stuffed Prune Salad on Orange Slices or Tomato-Cottage Cheese Salad 


Apricot Whip (FS) or Pear Sauce 


Beef Soup With Rice 
Baked Halibut with Lemon (FS) or Pot Roast with Gravy 


“Mashed Potatoes (FS) 


Stewed Tomatoes or Mashed Squash (FS) 
Pineapple, Banana and Apple Salad or Cabbage Slaw 
Ice Cream with Butterscotch Sauce (FS) or Loganberry Sauce 


Orange and Grapefruit 
Juice or Peach Sauce 


or Corn Flakes 


Cream of Tomato Soup 

Little Pig Sausages (F) or Beef Patty (S) 
Glazed Sweet Potatoes (FS) 
| Broccoli with Hollandaise Sauce or Creamed Cut Asparagus (FS) 


Spiced Crabapples and Celery Hearts or Molded Bing Cherry Salad 


Graham Cracker Pie (FS) or Sliced Peaches in Syrup 


Chicken Gumbo Soup 

Broiled Liver and Bacon or Minute Steak (FS) 

Creamed Potatoes (FS) 

Sliced Diced Beets or Buttered Wax Beans (FS) 

Tossed Vegetable Salad or Orange, Apple and Cherry Salad 
Cream Puffs (FS) or Fresh Apple Sauce 


3rd week market order for perishables (per 50 beds) 


or Orange Juice 
Whole Wheat Cereal 
or Reaty-to-Eat Molt | 
Flake Cereal 


> 
i=] 
= | 
Cereal 
Scrambled Egg 
| Cinnamon Toast 
| Sliced Oranges 
| 
= = Crisp Bacon 
| Choice of Toast 
> | Frozen Apricots 
co 
= | 
| 
~ | Grapefruit Sauce 
=> 
Bacon 
Sweet Rolls 
Stewed Prunes 
= | Rolled Oats Cereal 
Cereal 
Soft Cooked Egg 
Raisin Toast 
> | 
| 
| Malt Cereal 
| 
S Crisp Bacon 
” | Choice of Toast 
| Sliced Bananas 
= | 
_ Soft Cooked Egg 
Sweet Rolls 
'(F)—Full Diet 


{ S}—Soft Diet 


Tomato Consomme 


Chicken Fricassee (FS) or Roast Pork with Applesauce 


| Mashed Potatoes (FS) 


Broccoli with Lemon Butter or Creamed Carrots (FS) 


_ Tomato and Cucumber Salad or Molded Spiced Peach Salad 


| Ground 
Liver (Sliced) 

Steaks, Sirloin Butt 
Sirloin Butt (B.R.T.) 
| Stew 


Leg (B.R.T.) 
Chops, Rib 


Stew 


Bacon 


Butts, Smoked 
(Boneless) 
Ham (Pullman) 


Shoulder (B.R.T.) 
Sausage Links 
Spareribs 


Steak, Cubed 
Leg (B.R.T.) 


U.S. Good, 5 Ib. pkg. 
Steer 


U. S. Choice, 5 oz. ea. 


U. S. Good, bottom 
U.S. Good, | in. cubes 


LAMB 
U. S. Choice, yearling 
U. S. Choice, 5 oz. ea. 
U.S. Good, | in. cubes 


PORK 


24-26—1# 
Lean 


Ready-to-eat, 
10 Ib. av. 
Grade A 
12-14 
3-14 or less, Grade A 


VEAL 


U. S. Good, 4 oz. each 25 Ibs. 
30 Ibs. 


U. S. Good 


| item, Specifications, | Amounts & No. ¢ of Servings 


35 Ibs. 
5 


24 Ibs. 
30 Ibs. 


25 Ibs. 
5 Ibs. 


5 Ibs. 
5 Ibs. 


(FS)—Full and Soft Diet 


175 
25 
90 

210 
25 


90 
15 
100 


288 
120 


100 
15 


20 
15 


100 


90 


Chocolate Sundae (FS) er Frozen Pineapple Sauce 


Item, Specifications, A Amounts & No. of Servings. 


Halibut 


Fowl (Eviscerated) 
Turkey (Eviscerated) Grade A, 20 Ib. av. 


Livers 


Apples 
Bananas 


Cranberries 
Grapefruit 


Lemons 
Oranges 


Pineapple, Fresh 


Cabbage 
Carrots 
Celery 


Cucumbers 


Lettuce 


Onions, Dry 
Onions, Green 


Parsley 


Cream of Pea Soup 

Cold Sliced Roast Beef on Lettuce with Sliced Sweet Pickles (F) or Lamb Chops (S) 
Baked Potato (FS) 

Buttered Wax Beans (FS) or Creamed Onions 

Pear and Cream Cheese Salad or Iceberg Lettuce with French Dressing 
Lemon-Filled Cake (FS) or Peach Sauce 


Bread, butter ond a choice of are to be included with 


FISH 
Steaks, 5 oz. each 


POULTRY 
Grade A, 5 Ib. av. 


1 Ib. pkg. 


FRESH FRUITS 


Jonathan, 113s 
Ripe 

1 Ib. pkg. 
Seedless, 70s 


176s 


FRESH VEGETABLES 


504 bag 
Topped, 504 bag 
Pascal, 30s 


Head, 48s 
504 bag 
Bunch 
Bunch 


_ tem, Specifications, Amounts No. of Servings 


lopped 5 Ibs. 20 
30 Ibs: 90 | Peppers, Green 1 doz. 
Potatoes, Sweet Hamper 50 Ibs. 
Potatoes, White Bag, #1] 300 Ibs. 
115 Ibs. 200 | Radishes Bunch 1 doz. 
20 Ibs: 30 | Tomatoes Repacked (5x6) 1 lug, 30 Ibs. 
2\bs. 10 
| FROZEN FRUITS 
Apricots 8 Ib. can 24 
3 boxes Orange Juice Con., 32 oz. can 12 cans 384 
30 Ibs. Rhubarb 8 Ib. can, 5-1 sugar 16 Ibs. 
10 Ibs. 
1 box 
1 doz. FROZEN VEGETABLES 
2 boxes _ Asparagus Cuts, 2% Ib. pkg. 45 lbs. 270 
5S ibs. 50 Beans, Green Cuts, Ib. pkg. 15 lbs. 90 
Beans, Lima Small, green, 22 lb. Stbs. 15 
pkg. 
100 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 30 Ibs. 180 
100 Ibs. Broccoli Stems, buds, 2'2 Ib. 2'% Ibs. 15 
2 crates pkg. 
1 doz. Brussel Sprouts 2% Ib. pkg. 2% Ibs. 15 
2 crates Mixed Vegetables 2'% Ib. pkg. 2% Ibs. 15 
50 Ibs. Peas 2% Ib. pkg. 20 Ibs. 120 
1 doz. Spinach 2% Ib. pkg. 30 Ibs. 180 
1 doz. Squash 3 Ib. pkg. 24 lbs. %6 
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Problems Analyzed at Midyear Meeting 


Eight topics chosen by the eight councils of the American Hospital 
Association for emphasis in their programs for the coming year formed 
the basis of discussions at the Midyear Conference of Presidents and 


Secretaries Feb. 4-5 in Chicago. 


The eight areas of emphasis, selected from the 21 programs introduced 


by AHA President Albert W. Snoke 
last fall as deserving consideration 
in council and committee program 
planning, are as follows: _ 

1. Administrative operation of 
hospitals 

2. Relations with regional, state, 
and local hospital associations 

3. Relationships of hospital as- 
sociations and Blue Cross 

4. Hospital care for federal em- 
ployees 


5. Program for directors of hos- | 


pital volunteers | 

6. The hospital: as a center for 
health services 

7. Relationships of hospitals to 
all types of prepaid hospitaliza- 
tion insurance plans 

8. Nursing problems. 

Conference delegates divided in- 
to eight groups for the discussions; 
a member of each group summar- 
ized the discussion at general ses- 
sions which were held later. 


ADMINISTRATIVE OPERATION 


A broad program of institutes 
for hospital employee groups and 
personal membership departments 
within state hospital associations 
were cited as two chief tools for 
improving hospital management. 

Hubert W. Hughes, administra- 
tor of General Rose Memorial Hos- 
pital, Denver, and president of the 
Mid-West, Hospital - Association, 
who acted as spokesman for his 
discussion group. 

The discussion group suggested 
that basic “Show to do it” institutes 
could best be handled on the state 
level, whereas advanced institutes 
dealing with such subjects as den- 
tistry and psychiatry in the general 
hospital and hospital-physician re- 
lationships could best be planned 
on a national basis. Universities 
would: be willing to cooperate in 
presenting a third type of institute, 
one in which participants. are 
taught to teach others, Mr. Hughes 
suggested. | 

Leader of another discussion 
group was Dr. James P. Dixon, 
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commissioner of public health for 
the city of Philadelphia and vice 


DR. DIXON 


chairman of the American Hospi- 
tal Association Council on Admini- 
strative Practice. 


MR. HUGHES 


.JINTERASSOCIATION RELATIONSHIPS 


A vital need for more effective 
communication among hospital or- 
ganizations on various levels was 
expressed in-a discussion of re- 
lationships of the AHA and re- 
gional, state, and local hospital 
associations. 

“If close organizational rela- 
tionships do not exist, a whole 
program can fail,” said Mary C. 
Schabinger, R.N., leader of the 


' discussion. Miss Schabinger is su- 


perintendent of the DeEtte Har- 
rison Detwiler Memorial Hospital, 
Wauseon, Ohio, and chairman of 
the AHA Council on Association 
Services. 

Avery M. Millard, executive di- 


MISS SCHABINGER MR. MILLARD 


rector of the California Hospital 
Association, in his report on the 
discussion, said three major prob- 
lems were recognized: (1) how to 
coordinate activities of the state 


hospital organizations and metro- 
politan councils; (2) how to im- 
prove the’current liaison between 
state hospital groups and the AHA, 
and (3) how to improve communi- 
cation with individual hospitals. 

Closer communication among 
various hospital groups within a 
state was held by the group as the 
key to improved coordination and 
increased effectiveness of the total 
hospital movement. The group 
agreed that the real strength lies 
at the local level, and that if larger 
groups do not realize this fact and 
neglect communication with local 
groups they are failing in their 
duty. 

Mr. Millard called attention to 
the fact that a committee headed 
by Miss Schabinger is about to 
start work on the problem of com- 
munication between the AHA and 
smaller hospital groups and with 
individual hospitals. 


ASSOCIATION-BLUE CROSS RELATIONS 


A discussion of relationships be- 


MR. PULLEN 


MR. EVANS 


tween hospital associations and 
Blue Cross centered on two major 
topics: the aims and purposes of 
the new Blue Cross Association 
and the recently instituted hospital 
care program for servicemen’s 
dependents. 

The discussion, led by Robert T. 
Evans, chairman of the Blue Cross 
Commission and executive director 
of the Blue Cross Plan for Hospital 
Care, was summarized by Leon C. 
Pullen Jr., administrator of Deca- 
tur and Macon County Hospital, 
Decatur, Ill., and president of the 
Illinois Hospital Association. 

Salient functions of the Blue 
Cross Association were outlined for 
the discussion group. The associa- 


; 
Cong 
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tion is a sales agency for national 
accounts, it was pointed out, but it 
is nol an underwriting agency and 
will not have direct relationships 
with hospitals. So far, 55 out of 86 
Biue Cross plans have voluntarily 
joined the association, it was re- 
ported. 

The discussion group found that 
a serious problem is developing in 
some parts of the country as a re- 
sult of the “choice of hospital’ 
provision of the dependents’ care 
program. In areas where there are 
already good military hospital fa- 
cilities, dependents are turning to 
private facilities for hospital care, 
in some cases overburdening these 
facilities. The question was raised 
as to whether voluntary hospitals 
should be called upon to finance 
additional facilities based on mili- 
tary demand or whether the gov- 


ernment should provide funds for 


this use. 
FEDERAL EMPLOYEE BENEFITS 


A discussion of hospital care for 
federal employees was led by Ritz 
E. Heerman, general manager of 
the Lutheran Hospital Society of 
Southern California and past pres- 
ident of the AHA. 

In working out such a program, 
said Kenneth Williamson, AHA 
Washington Service Bureau direc- 
tor, it is important to Blue Cross 
and hospitals that the federal em- 
ployee unions not be overlooked, 
since no legislation dealing with 
federal employees has ever been 
passed without support of the 
unions. 

The discussion group agreed 
that hospitals and state hospital 
associations should lend active 
support to such a plan and make 
sure that Blue Cross plans have a 
part in it. Two million federal em- 
‘ployees would be eligible for such 
a plan, the expenditure for which 
would be some $200 million a 


_ 


year, it was pointed out. 

Choice must be made, Mr. Wil- 
liamson said, among three methods 
for providing coverage for federal 
workers: compiete coverage from 
Blue Cross at a national level, 
coverage by a commercial carrier, 
or coverage through a federal em- 
ployee union plan. About 800,000 
federal employees now subscribe 
to Blue Cross, he said, but do not 
have the advantage of group rates 
or the convenience of payroll de- 
duction of premiums. 

In the ensuing general discussion 
it was brought out that plans ad- 
vanced so far have emphasized 
catastrophic coverage, whereas for 
persons of ordinary income the 
real need is for basic coverage. 


HOSPITAL VOLUNTEERS PROGRAMS 


Three major areas in which a 
fully developed hospital volunteer 
program could make important 
contributions to improved patient 
care were listed by Sister Rose 
Marie, administrator of St. Mary’s 
Hospital, Pierre, S..Dak., and pres- 
ident of the Upper Midwest Hospi- 


| 


MR. HEERMAN MRS. BLODGETT 


tal Conference, in reporting a 
discussion of a program for direc- 
tors of hospital volunteers. The 
three areas were fund raising, 
public relations and service. 

The discussion was led by Mrs. 
Frederick N. Blodgett, chairman 
of the AHA Council on Hospital 
Auxiliaries and a member of the 


WENDELL H. CARLSON, president of the Chicago Hospital Council and administrator of 


Englewood Hospital, Chicago, participates in the discussions held at the American Hospital 
Association's Midyear Conference of Presidents and Secretaries which took place in Chicago, 
Feb. 4-5. James G. Gersonde, the council's executive director, is seated at Mr. Carlson’s right. 
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Ladies Committee, New England 
Medical Center, Boston. 
Divergent opinions 
pressed by the: discussants as to 
whether all volunteers should be- 
come members of the hospital 


were ex- 


auxiliary. One plan advanced 
would keep the auxiliary separate 
from the volunteers; all auxiliary 
members would be volunteers, but 
not all volunteers would be mem- 
bers of the auxiliary. 

Mrs. Blodgett reported that the 
AHA Council on Hospital Auxil- 
laries is now preparing a guide 
outlining ways in which the vol- 
unteer potential can be more fully 
utilized. 


THE HOSPITAL AS A HEALTH CENTER 


“A hospital is a community re- 
source that must be used intelli- 
gently; its management must be 
sensitive to the needs of the com- 
munity,” said Donald E. Wood in 
his talk based on a group discus- 
sion of the hospital as a center for 
health services. Mr. Wood is ex- 
ecutive secretary of the Associa- 
tion of Twin Cities Hospitals, St. 
Paul, Minn. 

Besides inpatient services, in- 


- cluding facilities for diagnosis and 


treatment of acute illness, con- 
valescent services, tuberculosis 
treatment, and psychiatric serv- 
ices, the community hospital can 
also provide such ambulatory serv- 
ices as child guidance clinics, mass 
immunization and_ rehabilitation 


services, Mr. Wood said. 


Dr. Ray E. Trussell, executive 
officer of the Columbia University 
School of Public Health and Ad- 
ministrative Medicine, who led the 
discussion, is chairman of a newly 
appointed committee that will 
study the hospital’s role as a com- 
munity health center. 

A hospital geared to the needs of 
the community can also help pro- 
vide social services, both profes- 
sional and volunteer, and partici- 
pate in mutual planning and 
disaster planning, Mr. Wood said 


‘in continuing his summary of the 


discussion. 
Mr. Wood said the discussion 
group suggested that three other 
areas also deserve full and im- 
mediate attention: (1) care of the 
aged; (2) provision of chronic, 
rehabilitative, convalescent, ‘and 
psychiatric services and, (3) sur- 
vey of government activities in the 
field of personal health services. 


PREPAID HOSPITALIZATION PROBLEMS 


Problems encountered in rela- 
tionships with all types of prepaid 
hospitalization insurance plans was 
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(ADVERTISEMENT) 


Of Particular Interest to Hospital Administrators 


An Invisible Vapor-spray holds. promise of being 
the answer to hospital managements’ search for an 
effective, safe and unobtrusive medium for quickly 
dispelling embarrassing hospital odors. | 


Ozium Air Conditioner 


There is quite a story behind OZIUM. 
For many years Woodlets Incorpo- 
rated Laboratories have conducted 
tests with the idea of producing the 
ideal Air Freshener. 

Now with the release of their ‘No. 
500” dispenser they hit a bonanza— 
that really caught them with their 
production plans down. 

OZIUM, so the Chemists at Woodlets 
tell us, is a formula of well balanced 
propylene and triethylene glycols 
and other chemicals which when 
sprayed in mist-like form not only 
quickly rids the air of objectionable 
odors, but it is also an excellent air 
sanitizer. 

We were quite amazed at the almost 


magic way tobacco smoke was | 
cleared from the air. Your eyes are 


smarting one minute from smoke 
- erystals, the next minute they are 
not, because someone sprayed 
OZIUM. 


Specified for Use in Room 
Air Conditioners 


And as if all the enthusiasm we 
heard about OZIUM was not enough 
we just learned that one of the 
country’s largest *manufacturers of 
room air conditioners equipped their 
1956 units with an OZIUM spray 
dispenser — the results were appar- 
ently so successful in freshening the 
air that the same company have again 
contracted to have these units in- 
cluded in their 1957 Deluxe Models— 
all of which certainly indicates that 
- OZIUM is a most effective air fresh- 
ener. 


*Name supplied on request. 


Ozium Is Unexcelled for 
Air Correction 


Tests prove that OZIUM does not 
substitute another odor for the one 
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which may be offending, actually the 
fragrance that you get when you 
spray OZIUM is merely an “indica- 
tor’ to show that the air has been 
treated. 

The very fine mist-like spray ensures 
that OZIUM will remain in the air 
and continue to:-kill odors and re- 
move smoke for a long period of 
time. 


How Ozium Works 


OZIUM actually works because it is 
intensely hygroscopic (readily ab- 
sorbs and retains moisture). It works 
because most organic odors and 
smoke ride on moisture particles. 

The hygroscopic OZIUM spray quick- 
ly surrounds these floating particles 
and filters them out. Try it yourself 
in a smoke filled room—it’s amazing. 


Embarrassing Hospital Odors 
Are Quickly Eliminated 


Ralph H. Stout, Woodlets Sales Man- 
ager, showed us a list of uses as long 
as your arm, here are but a few. 
Nurses like to use OZIUM in pa- 
tients’ rooms to quickly kill odors 
that occur from cancer, gangrene, 
colostomies and third degree burns. 
It is ideal for patients to use in their 
rooms before the arrival of visitors. 
The new No. 500 dispenser is small 
enough to fit inside the bedside table, 
out of sight. 

OZIUM has proved remarkably ef- 
fective for diagnostic and treatment 
rooms of radiologists, where incon- 
tinent patients are quite usual. 


Everyone Will Like Ozium 


It is highly recommended for use in 
nurseries, laboratories, corridors, of- 
fices, ambulances, and in the out- 
patient’s section. 

Dietitians say that they like OZIUM 
for kitchen use to dispel sauerkraut, 
fish, cabbage and other persistent 
food odors. It is very effective for 
use around garbage disposal areas. 


Formulation 
The OZIUM formula was developed 


and perfected by Paul J. Ammann, 


Director of. Chemical Research for 
G. H. Wood & Company Limited, 
with whom Woodlets, Inc., are asso- 
ciated. 

Ammann spent many years of lab- 
oratory research and made countless 
field tests before perfecting this very 
remarkable air freshener spray, 
which in addition to its efficient odor- 
killing abilities also reduces air- 
borne bacteria. 


Each Dispenser Guaranteed to 
Give 500 ‘Measured’ Sprays 
Woodlets new No. 500 “Personal 


Size” Dispenser is beautifully de- 
signed, it is compact, unobtrusive, 


Distributor. 


‘a 


PAUL J. AMMANN 
Chemical Research Director 


fits snugly in the palm of the hand 
assuring quick finger-tip control. 
Each dispenser is equipped with a 
patented ‘Metering’ valve, which 
delivers a predetermined measured 
spray. 

The No. 500 is so named because 
you are guaranteed 500 individual 
sprays, all of which eliminates wast- 
age. 


Air Correction 


Paul J. Ammann and other authori- 
ties have long recognized the excel- 
lent values of properly combined 
*slycols in air sprays and their 
rather interesting air correcting abil- 
ities. 
No. 10, 194 Science illus- 
trated, 1948p. 17-20. 
American Journal Medical Science 
1942-1943, Vols. 204-206. 
American Journal Public Health 
1945-1947, Vols. 35-37. 


The new “No. 500” OZIUM dispen- 
sers are available now from your 
Further details if re- 
quired from -the manufacturer. 


Manufactured and Guaranteed by 


Woodlets, Inc. 
2048 Niagara Street, Buffalo 7, N. Y. 
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the subject of a discussion led by 
Edward K. Warren, chairman of 
the AHA Council on Prepayment 


attempt to secure further federal 
aid for nursing education. | 
Dr. Russell A. Nelson, director 


MR. WARREN 


DR. TRUSSELL 


Plans and Hospital Reimbursement 
and chairman of the board of 
Greenwich (Conn.) Hospital. 

Formulation of welfare reim- 
bursement programs in various 
regions of the country and promo- 
tion of standardized medical treat- 
ment reporting forms were named 
as major problems in the hospitali- 
zation insurance area by Jack F. 
Monahan Jr., executive secretary 
of the Florida Hospital Associa- 
tion, who served as spokesman for 
his discussion group. 

One approach to the first prob- 
lem, the group suggested, would be 
to collect all information on state 
laws governing reimbursement for 
welfare patients and to maintain 
files of current legislation. 

‘The second problem has been 
brought about by a growing num- 
ber of insurance carriers requiring 
that their own forms, instead of 
standard forms, be filled out by 
the hospital. The problem is han- 
dled in some hospitals by making 
an extra charge for this service, 
but the group agreed that renewed 
effort should be made to promote 
the use of the standard forms. 


NURSING PROBLEMS 


Reporting on a discussion of 
nursing problems, Stuart Knox, 
executive director of the Connecti- 
cut Hospital Association, said, ‘“‘The 
shortage of nurses will not be 
solved by training more people 
badly, but by training more people 
better.’’ Adding to the nurse short- 
age-problem, he said, is a lack of 
supervisory ability among nurses. 

To help alleviate the shortage, 
the discussants suggested the AHA 
might (1) conduct regional meet- 
ings to explain more fully to 
nursing school administrators the 
requirements for accreditation; (2) 
give more guidance to members 
relative to pressures exerted by the 
American Nurses Association in its 
economic security program for 
nurses; (3) define the various 
levels of nursing service, and (4) 
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MR. KNOX DR. NELSON 


of the Johns Hopkins Hospital, 
Baltimore, who headed the discus- 


sion group, said the two-year 
nursing curriculum is still re- . 
garded as an experiment in nurs- 
ing education. Dr. Nelson is chair- — 
man of the AHA Council on 
Professional Practice. 

He said a number of schools and 
colleges are participating in an ex- 
perimental two-year nurses train- 
ing program sponsored by Colum- 
bia University. Students become 
graduate nurses at the end of two 
years of junior college training. 

If a three-year nursing curricu- 
lum is simply compressed into two 
years, Dr. Nelson said, hospitals 
would be paying the cost of the 
last year of training. : 


MIDYEAR LUNCHEONS— 


Turner, Friedrich Conferees 


Foreign physicians who serve internships and residencies in the United 
States vary widely in their ability to benefit from graduate medical edu- 
cation, reported Dr. Edward L. Turner, secretary of the American Medical 
Association’s Council on Medical Education and Hospitals. = 

Dr. Turner spoke at a luncheon held Feb. 4 in Chicago in conjunction 


with the American Hospital Asso- 
ciation’s Midyear Conference of 
Presidents and Secretaries. 

He said the real problem with 
foreign medical school graduates 
lies in the difficulties associated 
with evaluating their medical ed- 
ucation and training and in de- 
termining “whether or not they 
are in a position to benefit from 
further graduate education in this 
country as interns or residents. 

“Admittedly,” Dr. Turner said. 
“some foreign students have ex- 
cellent basic medical preparation. 
However, medical education and 
training of others has been exceed- 
ingly variable, spotty or poor... 
and in no sense comparable to that 
experienced by graduates of United 
States and Canadian schools.” 


44.4 PER CENT FAIL 
In 1955, Dr. Turner said, 4.4 per 


cent of U.S. medical school grad- 


uates failed state licensure board 
examinations while 41.4 per cent 
of all foreign medical graduate 
students failed these tests. 

More than 6,000 foreign physi- 
cians served internships and resi- 
dencies in the United States during 
1955-56. 

Dr. Turner said there is no re- 
liable background information on 
which to evaluate properly the 
preparedness of foreign medical 


school graduates for internship and 


“its associated responsibilities for 
medical care.’ The challenge, said 
Dr. Turner, is to provide satisfac- 


tory means for determining if 
foreign medical graduates have 
competence in English and basic .- 
medical knowledge and experience 
comparable to that required of our 
own medical graduates. 

To meet this challenge, Dr. Tur- 
ner said the Education Council for 
Foreign Medical Graduates has 


~ been established. This council rep- 


resents the AHA, AMA, Associa- 
tion of American Medici&l Colleges 
and the Federation of State Medi- 
cal Boards. Dr. Turner said the 
council will evaluate and verify . 
the credentials of foreign trained 
physicians, and provide screening 


DR. TURNER DR. FRIEDRICH 


examinations at identical times in 
different parts of the world. 


FRIEDRICH SPEAKS 


Speaking at the Feb. 5 luncheon 
meeting of the conference, Dr. Ru- 
dolph H. Friedrich said that the 
dentist is coming out of his office 
and into the hospital to provide 
better dental health care. 
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From ENT clinic to the OB ward... 
all departments find CAROLAB COTTON BALLS 

are handy and convenient to use— 

completely free of nibs and wispy ends. 

They are also an economical substitute 

for sponges im many hospital procedures. 

The laboratory and dispensary 

find that they save time and money. 

Cleaning instruments and equipment, 

stopping test tubes, bottles and capsule containers, 
are all duties which can be speeded up 

at lower costs with CAROLAB. 


reasons why leading hospitals choose 
CAROLINA COTTON BALLS 


1) Uniform in size and shape 


Firm, compact construction 


3 Made of finely spun, 
selected long staple cotton 


4 Highly absorbent 


5 Labor-saving—ready for immediate 
use after sterilization 3 


6 Actually more economical to use 
than “home-made” cotton balls or 
other manufactured balls of same high quality 


7 Available in 5 standard sizes: 


super 2000 per case 

special 2000 special is same size as large | 
medium 4000 

small- 8000 


WRITE FOR SAMPLES, INFORMATION, PRICES 
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Absorb More... Hold More 
last Longer 


Carolina combines the two most efficient absorptive materials 


Try This Test! 


cotton and cellulose--into a pad guaranteed to provide greater 


comfort for the patient, greater economy for the hospital. 


Alternating several layers of cotton and cellulose makes a more 


effective pad with the best features of both products. 


The bottom layer is of non-absorbent cotton for further diffusion - 
of drainage. It is practically leak-proof helps prevent staining 


of bedding and garments, makes each pad last longer in use. 


acticn of Carolab Combination Pads— <= : 
cotton has ao retentive absorption = 
cellulose has a capillary absorption ak. 
= 


The combined action of “holding” 
and ‘spreading’ diffuses the drainage 


throughout the pad, provides — 


| maximum absorption 


maximum time in use 


COMPLETE RANGE OF SIZES. WRITE FOR SAMPLES, PRICES, INFORMATION. 


& 


ALL-ABSORBENT PADS- same as above, alternating layers of 
cotton and cellulose, but without non-absorbent cotton backing, 
are also available in all sizes. 


CAROLINA ABSORBENT COTTON co. 


(DIVISION OF BARNHARDT MFG. CO.. INC.) 


CHARLOTTE 1, NORTH CAROLINA 
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Dr. Friedrich, secretary of the 
American Dental Association’s 
Council on Dental Health, said 
that the dental profession recog- 
nizes that the facilities available 
in this country’s hospitals can be 
effective in improving the dental 
health care rendered the public 
and in increasing the distribution 
of that care to the public. 

He said that the acute medical 
and surgical services of the hospi- 
tal “provide an excellent environ- 
ment for the management of the 
more complicated acute medical 
and surgical problems which are 
accepted as within the purview of 
the dentist.” 

Dr. Friedrich said that the den- 
tal service can make a distinct 
contribution to the management 
of the problems of the other serv- 
ices through the “art of oral diag- 
nosis.”” He said that it would be in 
the best interest of the patient to 
extend the physical evaluation to 
“include a thorough dental exam- 
ination and history in order that a 
total physical evaluation of the pa- 


tient can be made the basis for a> 


coordinated plan of treatment.” 


ADMINISTRATIVE PROBLEMS 


Dr. Friedrich pointed out that 
the expansion of hospital dental 
practice poses serious administra- 
tive problems for hospitals. He said 
the legal liabilities, the physical 
and financial resources, the person- 
nel resources and general com- 
munity responsibilities of the 
hospital, as well as “‘the responsi- 


_ bilities of the individual depart- 


ments of the hospital, must be 
taken into consideration so that the 
dental service can be integrated 
effectively with the other services.” 

Dr. Friedrich said that in its rec- 
ommendation of administrative 
patterns for dental services, the 
American Dental Association has 
included a pattern for the small, 
short-term acute hospital whose 
facilities and function can support 
only an oral surgical dental serv- 
ice, as well as a pattern for larger 
hospitals or hospital centers where 
the program includes a_ broader 
scope of long-term health services. 


Physical Therapists to Meet 


The American Physical Therapy 
Association is to hold its 34th an- 
nual conference June 23-29 in De- 
troit at the Hotel Statler. The 
theme of the scientific program, 
“Growing Through Living, Learn- 
ing, and Doing,” is to relate physi- 
cal therapy to the child, the ado- 
lescent, and the adult. 
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WASHINGTON REPORT— 


House Group Hears Folsom Budget Views. 


Department of Health, Education, and Welfare Secretary Marion 
B. Folsom was scheduled to be the first witness before the House Ap- 
propriations Subcommittee on Health, which was to start hearings on 
HEW’s budget during the week of Feb. 11. 

Three weeks of budget hearings have been scheduled by the subcom- 


mittee even though the President’s 
health message is still pending. 

Members of. the subcommittee 
are: chairman, Rep. John E, Fo- 
garty (D-R.I.); Rep. Henderson 
Lanham (D-Ga.); Rep. John Taber 
(R-N.Y.); Rep. Melvin R. Laird 
(R-Wis.), and Rep. Winfield K. 
Denton (D-Ind.). 

Another House committee deal- 
ing with health legislation, the In- 


terstate and Foreign Commerce . 


Committee has deferred announce- 
ment of hearings on specific health 
bills until it has completed its own 
organizational plans. 

Committee Chairman Oren Har- 
ris (D-Ark.) has not indicated 
whether he intends to set up a spe- 
cial health subcommittee to con- 
duct hearings on the 50-odd health 
bills which have been referred to 
his committee. 

As of the end of January, no ma- 
jor administration health bills in- 
corporating presidential budget 
message recommendations had 
been introduced. Congressional 
leaders deem it unlikely that 
either House or Senate committees 
concerned with health matters 
will hold hearings on specific bills 
until late February or. early 
March. 


NEW HEALTH BILLS 


Some health . bills introduced 
during the first month of this Con- 
gress are: | 

HR 1092—Introduced by Rep. 
Emanuel Celler (D-N.Y.). This bill 


"SEN. MURRAY 


REP. CELLER 


would provide a maximum of 60 
days free hospitalization for per- 
sons covered by Old Age and 
Survivors Insurance who are 65 
years of age or older. Costs of sur- 
gical and medical care are ex- 
cluded under terms of the Celler 


bill. Care of tuberculosis and men- 
tal patients is also excluded. Spe- 
cific items included are nursing, 
laboratory, ambulance service, 
drugs, and operating room’ ex- 
penses. 

At least 10 other bills directed at 
solutions to problems of the aged 
have been introduced. Most of the 
bills would appropriate federal 
funds for studies in aging and spe- 
cial projects on health, housing, 
and financial aspects of old age 
problems. 

S$ 844—This is a Senate bill in- 
troduced by Sen. James E. Murray 
(D-Mont.). It would -establish a 
program of national health insur- 
ance. A companion bill has been 
filed in the House by Rep. John 
Dingell (D-Mich.). While this par- 
ticular bill, in one form or another, 
has been introduced in every ses- 
sion of Congress during the last 
14 years, this latest version is 
attracting wider interest and sup- 
port than in the past. 

In explaining how his proposed 
National Health Insurance Act 
would work, Sen. Murray said that 
under its terms “insured persons 
would make payments propor- 
tional to their incomes from em- 
ployment—but no one would pay 
on more than $6,000 of such in- 
come in a year. Employed persons 
would be charged 1.5 per cent of 
earnings but not more than $90 in 
a year for the highest paid worker; 
and their employers would match 
these payments. Contributions by 
the employers are, of course, an 
accepted practice in the social se- 
curity system. Nor is this an in- 
novation in health insurance. Em- 
ployers are already paying about 
one-fourth of all health insurance 
premiums collected under existing 
plans.” 

HR 306—Introduced by Rep. 
Thomas J. Lane (D-Mass.) this bill 
authorizes federal funds in a state 
aid program on a matching basis 
to maintain increased enrollment 
in nursing schools as well as to 
provide nursing scholarships. Un- 
der its terms, minimum grants of 
$200,000 would be made to each 
state. 

HR 489—This bill represents a 
version of the administration’s 
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health insurance pooling proposal. 
It would exempt small insurance 
companies from federal and state 
antitrust laws so that they could 
pool their assets in extending in- 
surance coverage to such groups 


as farmers and low income 
families. 

HR 147—This bill proposes that a 
Department of Civil Defense be set 
up within the Department of De- 
fense. An appropriation of $25 
million would be authorized to 
create the office of a Secretary of 
Civil Defense which would have 


equal status with the offices of the 


secretaries of the Army, Navy, and 
Air Force. 

HR 487—This bill would require 
pension and welfare plans cover- 
ing 25 to 100 employees to register 
with the Secretary of Labor. In 
addition, it would require plans 
covering over 100 persons to file 
annual reports in detail listing 
such items as expenses, salaries, 
fiscal reserves, etc., with the De- 
partment of Labor. 

HR 3520—This bill proposed at 
the last session of Congress has 
now been reintroduced. It would 
authorize a government lottery 
whose net proceeds would go to 
federal hospitals and_ disabled 
veterans. 


FEDERAL EMPLOYEES HEALTH INSURANCE 


At the end of January the ad- 
ministration’s proposal for federal 
employees health insurance had 
yet to be sent to Congress in the 
form of a specific bill. . 

While the General Accounting 
Office has reported to the House 
Civil Service Committee that a 
payroll deduction plan for federal 
employees health insurance is 
feasible (see separate story), there 
is no concrete evidence of the ad- 
ministration’s decision to adopt a 
program of basic and major med- 
ical health insurance for its work- 
ers and their dependents. 

Discussion among Civil Service 
officials on a combination basic and 
major medical plan for federal em- 
ployees has been reported as cen- 
tering around the costs of such a 
broad program. There is some sen- 
timent on administration levels, as 
well as congressional committees, 
that excessive federal expendi- 
tures must be curtailed at this ses- 
sion of Congress. 

In the meantime, Rep. John Les- 
inski (D-Mich.) has introduced a 
bill to provide federal employee 
health insurance which is spon- 
sored by a local federal employee 
union. Under its terms, the govern- 
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ment would pay 50 per cent of the 
cost of basic or major medical 
health insurance for civilian em- 
ployees, their wives, and depend- 
ents under 19 years of age. 

The proposal would be set up on 
a payroll deduction system for the 
employee’s share of the insurance 
premiums. Should an employee re- 
tire on an annuity after 15 years, 
the government would pay the en- 
tire cost of the premium. 


MEDICAL RESEARCH INVESTIGATION 


Under the direction of the House 
Appropriations Committee, an in- 
vestigation has been made into 
medical research grants made by 
the National Institutes of Health. 
Particular attention has been fo- 
cused on the NIH extramural grant 
program under which large sums 
are allocated to independent insti- 
tutions and _ organizations for 
carrying out special research proj- 
ects. Results of this investigation 
were to be made available to mem- 
bers of the full committee before it 
commenced hearings this month on 
the HEW budget. 


PHS TRAINEESHIPS 


The Public Health Service hopes 
to award some 600 traineeships for 
professional health personnel if 
Congress appropriates the $2 mil- 
lion requested for the program by 
President Eisenhower for fiscal 
year 1958. PHS officials said 
they awarded approximately 300 
traineeships, some 50 more than 
had been originally scheduled, 
under the $1 million appropriation 
in the current fiscal year. Nurses 
constituted the largest single group 
to receive traineeship. 


‘HOXSEY TREATMENT’ WARNING 


In an attempt to warn the public 
against the ““Hoxsey Cancer Treat- 
ment” a “Public Beware!” poster 
is being distributed by the Food 
and Drug Administration for dis- 
play in 46,000 post offices. 

John L. Harvey, deputy FDA 
commissioner, said that the red- 


lettered, 14-inch poster is the first 


such advertisement ever issued by 
the administration and was neces- 
sary because court action against 
the Hoxsey treatment cannot be 
completed for some time. “The 
Hoxsey treatment is being vigor- 
ously promoted, and there are 
many persons who have not heard 
about our previous warning,” Mr. 
Harvey said. 


CHAMBER OF COMMERCE SEMINARS 


A new program to promote 


lative 


action by business leaders on legis- 
issues, including federal 
medical reinsurance plans, was 
launched .Feb. 4 by the USS. 
Chamber: of Commerce. 

“Congressional Issue Clinics”’ 
will be held coast to coast this 
month in 12 cities by a team of 
business, legislative, and public 
opinion specialists headed by John 
S. Coleman, president of the cham- 
ber. 


MR. COLEMAN 


COL. PAPPAS 


The team will familiarize busi- 
nessmen with such congressional 
matters that affect business as 
federal spending, taxes, and labor- 
management relations. The issue of 
federal reinsurance plans for med- 
ical insurance is on the agenda, 
and will be considered wherever 
local businessmen initiate discus- 
sion. 

Clinics have already been held 
in Los Angeles; Oakland, Calif.; 
Salt Lake City, Utah: Seattle; 


-Minneapolis; Chicago; Cincinnati, 


and Dallas, Tex. 
Scheduled for clinics later this 

month are Atlanta; Pittsburgh; 

Hartford, Conn., and Detroit. 


TAX RULING 


A hospital resident is not only a 
hospital employee but if he also 
engaged in extra work, for a cer- 
tain salary and on a regular-hours 
basis, he must be counted again as 
an employee for federal tax pur- 
poses. 

This is the gist of a recent ruling 
by the Internal Revenue Service, 
whose advice was requested in the 
case of a resident who devoted 
four hours weekly to the care and 
supervision of an organization’s 
physically handicapped workers. 
The physician’s monthly pay from 
that organization is subject to 
withholding tax and other deduc- 
tions imposed on employed per- 
sons. 

IRS cited a previous ruling that 
a physician in private practice who 
engaged in part-time services for 
a company, without coming under 
its direction or control, did not 
thereby take on employee status. 
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In the case of a hospital resident 
having no private practice, the 
regular outside duties for fixed re- 
muneration make him an employee 
all over again for federal tax pur- 
poses, it was held. 


HILL-BURTON: $2.6 BILLION 


As of the close of 1956, the total 
estimated cost of all Hill-Burton 
projects approved since the incep- 
‘tion of this program a decade ago 
stood at $2,619,613,047. 

In its periodic report, the Hospi- 
tal and Medical Facilities Division 
of the Public Health Service also 
includes the following statistics: 

Altogether, project approvals 
through ‘Dec. 31, 1956, number 
3,234, of which 2,263 are in opera- 
tion and 719 are under construc- 
tion. The facilities they provide 


include 142,620 hospital beds and 


797 health centers, in addition to 
nurses’ quarters, convalescent 
homes, rehabilitation centers and 
outpatient clinics... Another 252 
projects have received initial ap- 
proval only. 


Estimated federal share of the. 


outlay is $829,336,695. 
NEW. INSPECTOR GENERAL 


-Col. James P. Pappas has been 
appointed inspector general for the 
Office of the Army Surgeon Gen- 
eral. His duties will include evalu- 
ation of professional care of pa- 
tients and of military hospital 
administration and operations. 

A medical graduate (1934) of 
Tufts University, Col. Pappas has 
been on active duty with the Army 
since 1935. His commands have in- 
cluded hospitals at Fort Devens 
and Camp Edwards in Massachu- 
setts. 


Accounting Institutes Begin 
In Dallas, Tex., Feb. 25-26 


The first of 28 regional institutes 
on financial management of hospi- 
tals is scheduled to take place in 
Dallas, Tex., Feb. 25-26. The in- 
stitutes are sponsored by the 
American Hospital Association un- 


der a grant from the John A. Hart-. 


ford Foundation. 

During the first day of the 
institute, AHA accounting manuals 
will be described and discussed. 
Elton TeKolste, AHA staff repre- 
sentative on accounting, will dis- 
cuss how trustees and administra- 
tors may be assisted by the 
Association’s materials. 

The second day of the project 
will be for accountants only and 
will dwell primarily on cost finding 
procedures for hospitals. : 
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COMPTROLLER GENERAL’S REPORT— 


Federal Deduction Plan Termed ‘Feasible’ 


The comptroller general of the United States has reported to a House 
committee that a payroll deduction plan for basic medical protection for 


federal employees is ‘‘feasible.”’ 


In a letter to Chairman Tom Murray (D-Tenn.) of the House Post 
Office and Civil Service Committee, Joseph Campbell, U. S. comptroller 


general, stated that the decision on 
feasibility of the plan was partly 
determined by the fact that the 
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government payroll office “would 
be required to deal with only five 
different clearinghouses at the 
most rather than several hundred 
insurers.” 

The report assumed that five 
types of clearinghouses would be 
established under a cooperative ar- 
rangement by Blue Cross-Blue 
Shield, commercial insurance com- 
panies, union type-broker opera- 
tion, union type-self-insured, and 
all other plans. 

Mr. Campbell’s report estimated 
that the plan would cost “gen- 
erally less than the costs now being 
incurred under the group collector 


method of collecting premiums” 
from federal employees. The re- 
port also observed that for almost 
every government department “‘it 
may not be necessary for the Con- 
gress to appropriate additional 
funds for the estimated continuing 


cost” of a payroll plan. 


The committee received the re- 
port in advance of the Eisen- 
hower administration’s legislative 
proposal to provide a basic or ma- 
jor medical or combination basic- 
major medical ‘prepayment plan 
for some two million federal em- 
ployees (see p. 86 this issue). 

In addition to summarizing cer- 
tain ‘‘assumptions”’ on the maxi- 
mum requirements for payroll 
deductions for basic health insur- 
ance for federal employees, the 
comptroller general’s report 
showed that 14 government agen- 
cies reported a wide variation in 
estimated annual unit costs of ad- 
ministering a payroll plan. The 
lowest estimate came from the De- 
partment of Justice which figured 
on a cost of 24 cents per employee. 
In contrast, the Post Office De- 
partment estimated that it would 
cost $2.64 per postal employee. 


BEFORE ONTARIO LEGISLATURE— 


Government-Paid Hospitalization Sought 


A bill proposing a government-financed insurance plan for basic hospi- 
tal service in Ontario, Canada, has been introduced in the provincial 
legislature. The program, if approved, is tentatively scheduled to go into 


effect Jan. 1, 1959. 

Federal Health Minister Paul 
Martin has said that the provincial 
plan would be eligible for inclusion 
in the joint federal-provincial hos- 


pitalization program which has 


long been con- 
templated. 
Under the 
program, the 
central govern- 
ment would pay 
50 per cent of 
the cost of hos- 
pitalization and 
radiological and 
diagnostic serv- 
ices for the 10 
Canadian prov- 
inces if at least six provinces, with 
a total population of at least 50 
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per cent of the country, join the 
plan. 

Alberta, Saskatchewan, and 
British Columbia have. already 
agreed to come into the plan. Nova 
Scotia and Manitoba have stated 
that they will join the program 
when the government’s require- 
ments have been met. 

Because of the large populations 
they have, either the province of 
Ontario or the province of Quebec 
would have to be among the six 
provinces. 

The total cost of the hospital 
insurance plan has been estimated 
at $380 million, if all 10 provinces 
join. Of this amount the federal 
share would be an estimated $190 
million. 
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W. VA.-KY. HARDEST HIT— 


Cumberland Valley Hospitals Fight Flood 


Five hospitals in the flood-ravaged Cumberland Valley of West Vir- 
ginia-Kentucky reported operating difficulties caused by the rising waters. 


Flood stage was reached Jan. 29. 


In Williamson, W. Va., the United Mine Workers of America Welfare 
and Retirement Fund hospital was completely isolated. Light, heat, gas, 


and telephone were cut off. Water 
was the only regular utility still 
available. 

Emergency phone service and 
lights were available after approx- 
imately 48 hours. Kerosene heat- 
ers were installed in patient areas. 

Food was brought in by boat, 
and the hospital’s staff could not 
leave the hospital for one 24-hour 
period, because of the rising wa- 
ter. The water rose to a height of 
seven feet and contaminated a 
5,000 square foot area housing the 
sterile supply and cafeteria, among 
other facilities. 

At the time that the flood neared 
full stage, the hospital had a pa- 
tient census of 70. The cases for 
whom hospital care was no longer 
imperative were sent home, but at 
no time was the hospital complete- 
ly evacuated. 

As of Feb. 5, the hospital had 
been cleaned and partly washed 
down. The census stood at 25. The 
hospital reported that it was ready 
to restock and was to be in lim- 
ited normal operation by Feb: 8. 

In the Williamson area, the riv- 
ers reached the highest flood stage 
in 95 years, Roy Hudenburg, the 


hospital’s associate administrator, 
reported. The hospital had no dis- 
aster plan to cope with a flood 
emergency, he said. 


HAZARD’S HOSPITAL 


Hazard (Ky.) Memorial Hospi- 
tal, another UMWA _ unit, was 
without heat, water, gas, or elec- 
tricity for 35 hours. There was no 
telephone service for five days. 
The Army brought in emergency 
generators for the hospital’s use. 

Seventy-two patients were at 
the hospital when the waters rose 
to dangerous heights. Forty-seven 
people left the hospital and the 
remainder stayed during the flood. 
Staff movement was restricted, by 
the water, to within several hun- 
dred yards of the hospital. 

The hospital prepared food to 
last for several days when it be- 
came evident that the local river 
was going to overflow. A 12,000 
gallon tank of water was ready for 
use. Any emergency cases were 
to be sent to Mt. Mary Hospital, 
within the Hazard city limits. 

Eventually the stored water be- 


Schoolyard Disaster 
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ON FEB. 1 a transport plane collided with a jet interceptor and crashed into a Pacoima, 
Calif., junior high school playground. Seven children were killed and 74 injured in the 
accident. The injured were removed to 80-bed Sun Valley (Calif.) Hospital and 80-bed 
Valley Receiving Hospital, Van Nuys, Calif., which had been notified about the accident by 
the police. Here, doctors and nurses at Valley Receiving Hospital, which had declared a 
state of emergency after the crash, minister to the needs of survivors. Some patients were 
later transferred to Encino (Calif.) Hospital and to St.. Joseph Hospital, Burbank, Calif. 


came unusable and the hospital 
was supplied with water bottled by 
a dairy at the request of the Ken- 
tucky Department of Health. 

L. C. Rigsby, the hospital’s ad- 
ministrator, was in Hazard proper 
when the telephone system became 
inoperative. He was able to make 
contact, with UMWA headquarters 
in Washington, D.C., via a local 
amateur radio station operator, and 
was able to make the hospital's 
needs known. 

Six doctors stayed at the hospi- 
tal during the flood. A full nursing 
staff was also present. 

Flood waters got into the hos- 
pital’s basement, but rose no high- 
er and the hospital was back in 
operation approximately 30 hours 
after the flood struck. 

The hospital has a disaster plan, 
but does not have a program in 
case of flood. A flood emergency 
plan is. being worked out, Mr. 
Rigsby said. 


$50,000 DAMAGE 


Approximately $50,000 damage 
was done to Paintsville (Ky.) Hos- 
pital by the Big Sandy River when 
it overflowed its banks. The esti- 
mate was made by Dr. Paul B. 
Hall, the hospital president. 

The water flooded the basement 
and started into the first floor. Wa- 
ter and gas were not available for 
a day and no light was available 
for four days. Emergency stoves. 
were used. 

During the flood period, a cen- 
sus of 60 patients was maintained. 
Two patients suffered heart at- 
tacks attributed to overexcitement 
about the flood, four babies were 
born by candlelight, and an emer- 
gency appendectomy was per- 
formed in the hospital. 

Patients were brought in or re- 
moved. by boat. 

The hospital reported no lack of 
food or drugs. Not all of the medi- 
cal staff was available, but enough 
reported to the hospital so that 
adequate medical service was 
maintained. 

The hospital was to have been 
back to nearly normal operation 
by Feb. 8. 


HOSPITAL EVACUATION 


At Pikeville (Ky.) Memorial 
Hospital, 10 patients were sent by 
boat to the Methodist Hospital in 
Pikeville after the waters began 
to rise dangerously. Thirty-two 
other patients were sent home. 

The basement and part of the 
first floor were flooded. Twenty 
per cent of the hospital’s medical 
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records got wet, but all of them 
are salvageable, the hospital re- 
ported. X-ray equipment had been 
moved to an upper floor before the 
water reached the machinery’s us- 
ual location. | 

Feb. 7 was set as the target date 
for normal operation of the hospi- 
tal. Since the regular water supply 
was unavailable, well water was 
used to operate the facility’s boiler 
and stream water was used to clean 
up the hospital. | 


PAPER WATER CONTAINERS 


In Logan (W. Va.) General Hos- 
pital, the municipal water supply 
was cut off for a day. A dairy in 
Huntington, W. Va., 70 miles away 
bottled water in paper containers 
and sent it to the hospital. Well 
water was used to keep the boilers 
operating. 

The hospital is on high ground 


and suffered. no other inconven-. 


-lences because of the flood. 


44 Injured in Explosion 


Nine people were killed and 44 
injured in an explosion and fire 
aboard the drydocked tanker 
_Jeanny at Alameda, Calif., on Jan. 
29. 

Survivors were taken to Kaiser 
Foundation Hospital, Providence 
Hospital, Samuel Merritt Hospital, 
and Highland-Alameda County 
Hospital, all Oakland, Calif.; the 
total number of beds at the four 
hospitals is 1,173. Oakland, in 
northern California, is approxi- 
mately nine miles from the scene 
of the accident. | 

Oakland hospitals operated un- 
der standby emergency conditions 
for approximately three hours 
after the explosion. The hospitals 
reported no difficulty in receiving 
patients. 

Hospitals in the area found com- 
munications a problem. Police offi- 
cials notified doctors and emer- 
gency facilities in the immediate 
vicinity of the accident that the 
accident had occured, but failed 
to make the information available 
to all the hospitals which might 
have needed it. 

Oakland hospitals have held 
meetings to determine how a simi- 
lar emergency in the future might 
be handled more effectively. 


Factory Fire Injures 28 


Five people were killed and 28 
required attention at hospitals as 
the result of a fire in a garment 
factory Jan. 29 in New Haven, 
Conn. 

Victims of the fire were taken to 
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659-bed Grace-New Haven Com- 
munity Hospital and -to the 370- 
bed Hospital of St. Raphael, both 
New Haven. The hospitals reported 
no difficulty in receiving the sur- 
vivors. 


78 in Hospitals After Crash 


On Feb. 1 a Northeast Airlines 
plane bound for Miami, Fla., 
crashed 20 seconds after take-off 
from New York City’s LaGuardia 
Airport. Of the 102 people aboard, 
20 were killed and 82 were injured. 

The plane crashed into Rikers 


DIRECTIVE CLARIFIED— 


Island, site of a municipal penal 
institution. Victims of the crash 
were given first aid at the prison 
infirmary and then transported to 
the mainland in ambulances which 
had to be ferried to the scene. 

Disaster units from Bellevue, 
Metropolitan, and Queens General 
Hospital responded to the emer- 
gency. Fifteen ambulances (13 
from the New York City Depart- 
ment of Hospitals, 1 from Knicker- 
bocker Hospital, and 1 private am- 
bulance) were sent to the crash 
scene. 


‘Medicare’ Interpretations Given by Army 


Since the “medicare” program went into effect Dec. 7, 1956, hospitals 
have raised some questions as to the interpretation of the Joint Directive 
for Implementation of the Dependents’ Medical Care Act. | 

In order to clarify the directive, the Office of Dependent Care of the 
Department of the Army, which is administering the program for all the 


uniformed services, has issued in- 
terpretations on the matters of care 
in ward facilities, identification of 
dependents, registered nursing 
service in a hospital, and maternity 
care for unmarried dependents. 

The interpretations of most sig- 
nificance to hospital administra- 
tors are summarized below. 


CARE IN WARDS 


The position of the Office of De- 
pendent Care is now as follows: 

“1) It is the intention of P.L. 
569—84th Congress (as well as the 


intent of the directive, of the 
prime contract and of the admin- 
istrative agent) that dependents 
should receive care basically in 
semiprivate hospital. beds (two, 
three, or four beds in a room), 
through private physicians for 
whose services the government is 
prepared to pay. 

“2) However, ward facilities 
may be used in pediatrics without 
exception, special approval, or spe- 
cial justification (and without spe- 
cial certification by the attending 


$5 Million ‘Medicare’ Advance 


A FEDERAL government advance payment of $5 million to be used in paying for hospital 


care given dependents of servicemen has been deposited in an Illinois bank by Blue Cross 
Commission officials. Present when the check was deposited were (I. to r): Dr. Edwin L. 
Crosby, director of the American Hospital Association; Robert T. Evans, Blue Cross Commis- 
sion chairman; David M. Kennedy, president of the Continental Illinois Bank, and Richard 
M. Jones, Blue Cross director. The dependents’ care program went into effect Dec. 7. 
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Where Electricity 
Must Not Fail! 


SPECIFY ONAN 


STANDBY 
ELECTRIC PLANTS 


Onan engine-driven standby electric plants 
supply emergency electricity for lighting 
corridors, wards, operating rooms, delivery 
rooms, receiving rooms and other critical 
areas; provide power for operating heat- 
ing systems, ventilators, elevators, X-ray 


machines, oxygen , aspirators and 
other vital electrj equipment. 
nan Standby Electric Plant, 


your hospital is assured of electric power 
at all times .. . for all essential re- 
quirements, safeguarding patients and 
personnel. Operation is automatic. When 
highline power is interrupted, automatic 
controls start the plant and transfer the 
load. When power is restored, the Onan 
unit stops automatically. 


Model 15HQ 
15,000 watts 


SIZES AND MODELS FOR EVERY NEED 


© Air-Cooled: 1,000 to 10,000 watts 
¢ Water-cooled: 10,000 to 50,000 watts 


Available unhoused or with steel housing as shown. 


Write for Folder 
on Standby Power 


Describes scores of standby models with 
complete engineering specifications and 
information on installation. 


_ 


D.W. ONAN & SONS INC. 


3377 University Ave., S.E., Minneapolis 14, Minn. 
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requirement 


physician) whenever this is the 
normal medical practice. 

3) In emergencies (defined to 
include the situation in which the 
attending physician admits his pa- 
tient to a hospital in which all 
semiprivate beds are then oc- 
cupied), care will be acceptable 
when provided in ward accommo- 
dations, but the patient is to be 
transferred to a semiprivate bed 
as soon as possible. When such 
transfer is made, no special au- 
thorization, clearance, or signature 
by the physician is required. 

4) When transfer to a semi- 
private bed is not actually made, 
or when the patient is admitted to 
an otherwise eligible institution 
which essentially has no _ semi- 
private beds, the case will be 
honored by the government, pro- 
vided that: 

a. The DA form 1863, com- 
pleted, is submitted to the Army 
through the contractor prior to 
payment of the hospital by the 
contractor; and 

b. The DA form 1863 is ac- 
companied by a statement from 
the hospital indicating either the 
reason why semiprivate accom- 
modations were never provided, 
or that choice of ward accom- 
modations was made by the pa- 
tient for his own reasons or by 
the physician for medical rea- 
sons.” 


IDENTIFICATION OF DEPENDENT 
Difficulty has been encountered 
in establishing the eligibility of 
persons claiming dependent status, 
since many do not have any of the 


various kinds of _§ identification 
cards originally declared to be 
acceptable. 


The contracting officer for the 
federal government, therefore, is 
proposing to change the present 
that providers of 
service insist on seeing one of the 
acceptable cards. 

Pending further instructions, the 
Army has authorized issuing the 
following statement: 

“It is intended to revise the re- 
quirement for identification, for 
the period ending June 30. If a 
person claiming entitlement to 
care as a wife or husband of a 
serviceman, or for a child claimed 
to be a minor dependent of the 
serviceman, can provide the in- 
formation necessary to complete 
the pertinent portions of Parts I 
and II of DA Form 1863 (exclud- 
ing, of course, blocks six and seven, 
and can properly sign the certi- 
fication required in Section III of 
the form, the hospital may accept 


the patient and provide care with- 
out further verification or author- 
ity. However, in such instances, 
the hospital should seek an addi- 
tional personal verification of the 
individual, such as a social security 
number or a driver’s license num- 
ber, and that number should be 
entered in Section III of the form 
in or adjacent to the space for 
‘typed or printed name.’ ”’ 

This change in procedure is in- 
tended to be in effect only until 
June 30, by which time the perma- 
nent identification form is to be 
issued to all dependents. 


HOSPITAL NURSES 
An eligible hospital is defined 


as one which provides, among 
other things, ‘24-hour nursing 
service by registered graduate 
nurses.” 


The Army’s position is that this 
requirement be_ interpreted to 
mean that at least one registered 
graduate must be on assigned-to- 
duty status at all times. If the 
nursing staff is on an eight-hour 
day, the hospitals must have a 
minimum of three registered nur- 
ses. If a 12-hour day is followed, 
the institution must have at least 
two registered graduate nurses. 


MATERNITY CARE 


The Army has agreed that ma- 
ternity care is available, under the 
dependents’ program, to unmarried 
dependent daughters or stepdaugh- 
ters of members of the uniformed 
services. 

However, since only legitimate 
children are entitled to benefits, 
no “medicare” benefits may be 
provided for the child of an un- 
married dependent. This ruling 
does not exclude ordinary nursery 
care during the stay of the mother, 
which may be considered as part 
of the maternity coverage available 
to the mother. 


Cooperation of Hospitals 
Sought in Treasury Drive 


The American Hospital Associa- 
tion is cooperating with the Treas- 
ury Department’s Savings Bond 
Division in bringing information 
about savings bonds to parents of 
approximately four million babies 
to be born this year in United 
States and Hawaiian hospitals. 

A letter endorsing the program, 
which is to begin this month, has 
been sent to hospital administra- 
tors by Dr. Edwin L. Crosby, AHA 


‘director. “‘This plan will urge these 


parents to start their child’s future 
on a sound financial basis with 
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United States savings bonds,” Dr. 
Crosby stated. 
Attached to Dr. Crosby’s letter 
- was a copy of the Treasury’s folder 
“This Is About Me... ,” urging 
new parents to invest regularly in ceeieissaniiiiiaiai 
savings bonds for their child’s fu- | 
ture education. Copies of the 
folders will be sent to hospitals for 
distribution to new parents. 

Dr. Crosby suggested that dis- 
tribution of the folders within the 
hospital might be a project of the 
hospital auxiliary. 


These doors at the ambulance entrance to the Out-Patient 
Clinic of the Lloyd Noland Hospital, Fairfield, Ala- 
bama are opened and closed automatically by 
STANLEY MAGIC DOOR CONTROLS. 


Pearce Named Vice President 
Of Blue Cross Association | 


Harold G. Pearce, enrollment di- 
rector of the Michigan Hospital 
Service (Blue Cross), has been ap- 

pointed vice 
president of the 
Blue Cross As- 
sociation by Dr. 
Basil C. Mac- 
Lean, associ- 
ation president. 

Mr. Pearce, 
who been 
granted a leave 
of absence from 
his present post, 
will be respon- 
sible for developing the sales 
activity of the Blue Cross Associa- 


MR. PEARCE 


Where saving time 
9 Hurt in Gas Explosion may Save lives. ot 


A gas explosion in Roselle, IIl., 
on Jan. 28 claimed seven lives and ° 
injured nine other people. STANLEY LO (pile 
Six of the injured were taken to 7 


Sherman Hospital in Elgin, IIL.,. 


approximately 12 miles southeast At this hospital, concealed, out-of-the-way photoelectric con- 


_ of the accident site. The 200-bed trols open and close doors automatically ... help rush 
hospital was operating at 100 per emergency patients from the ambulance into the hospital. 
cent of capacity and experienced 
some difficulty in finding space for Today, in more and more progressivé hospitals, Stanley Magic 
the injured. No delay in treatment Door Controls at entrance or service doors are saving time, 
was reported by the hospital. simplifying work, minimizing contamination and reducing 

The other three survivors were 3 
taken to 187-bed Memorial Hospi- operating costs. Other advantages? Comfort, convenience and 
tal of Du Page County in Elm- safety for staff and patients. a 
ee ee How can Stanley Magic Door Controls provide your hospital 


_- proximately 12 miles from Roselle. : 
with these — and other — important benefits? Write, today, 


for free literature explaining in detail. 


CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


MAGIC DOOR DIVISION 
NEW INSTITUTIONAL MEMBERS THE STANLEY WORKS 


ALABAMA 
Leeds—Leeds Hospital Inc. Dept. B, 1065 Lake St. 


ARKANSAS Mag? | NEW BRITAIN, CONNECTICUT 


Des Arc—Des Arc General Hospital. 


3 epresentatives in Principal Cities 

Bakersfield—Bakersfield Hospital. CONTROLS P 
El Monte—Medical Center of El] Monte. - 


FLORIDA 
Jasper—Hamilton County Hospital. 


STANLEY TOOLS « STANLEY HARDWARE « STANLEY ELECTRIC TOOLS + STANLEY STEEL STRAPPING « STANLEY STEEL 


FEBRUARY 16, 1957, VOL. 31 | : 9| 


= 
| 
\ i 
| 
3 
re 
ae 
a 
rf 
i 
ww 
* 
& 
4 
4 


MARYLAND 


Frostburg—Miners Hospital. 


Jamaica Plain—New England Sinai Hospi- 
tal. 


Pocasset—Barnstable County Hospital. 


MASSACHUSETTS 


Revere—Grover Manor Hospital. 


MICHIGAN 


Augusta—Fort Custer State Home. 
Caro—Caro State Hospital. 


Coldwater—Coldwater 


State Home 


Training School. 
Detroit—Lafayette Clinic. 
Ionia—Ionia State Hospital. 


Kalamazoo—Kalamazoo State Hospital. 
Lapeer—Lapeer State Home and Training 


Mount State 


chool. 


Pleasant—Mount 


Pleasant 


Home and Training School. 
Newberry—Newberry State Hospital. 
Northville—Hawthorn Center 


Northville—Northville State Hospital. 


Pontiac—Pontiac State Hospital. 


and 


City—Traverse City State Hospi- 
a 


Y psilanti—Y psilanti State Hospital. 
MONTANA 

St. Ignatius—Holy Family Hospital. 
NEW YORK 

Flushing—Booth Memorial Hospital. 


Syracuse—Saint Mary’s Maternity Hospi- 


tal. 
WASHINGTON 
Anacortes—Anacortes Hospital Inc. 
NEW PERSONAL MEMBERS 
Atkinson, Dr. James Q.—med 
New Lisbon 
Berkowitz, S. A.—bus. 
Landis 


morial Hospital—Burlington, Vt. 


. dir. —M. W. 
Newcomb “ee for Chest Diseases— 


mgr.—Henry 
State. Hospital—Philadelphia. 
Berry, John F.—adm.—DeGoesbriand Me- 


in use with 
therapy tank 


interchangeable 
Head Rest accessory 
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PATIENT LIFTING °* 


See your medical supply dealer 
or Write Dept. G 


“Every patient lifting problem 
can be eliminated quickly and 
easily 


Whether you're faced with a difficult prone 
position lift. or a simple transfer from bed 
to wheelchair or bath . . . PORTO-LIFT 
will do it for you with maximum ease and 
efficiency. 


For patients, PORTO-LIFT’s sturdy con- 
struction and smooth, gentle action mean 
new comfort, safety, and peace of mind. 


For attendants, PORTO-LIFT’s versatility 
and easy-to-operate controls eliminate man- 
power tie-ups and unnecessary physical 
strain. 


Specify PORTO-LIFT . . . for greater staff 
efficiency. new patient comfort. and an end 
to old fashioned lifting and moving by 
hand. 


THERAPY * REHABILITATION 


‘PORTO-LIFT MFG. 


with PORTO-LIFT' 


i 
co. 


Bloomberg, Donald Stanley—student in 
hosp. adm.—Catholic University of 
America—Washington, D.C. 

Buck, William J.—regstr.Veterans Ad- 
ministration Hospital—Newington, Conn. 

Buckingham, Jerry L.—adm. asst.—Lake 
Charles Memorial Hospitakb— Lake 
Charles, La. 

Ceruzzi, Frank—adm.—Davie County Hos- 
pital—Mocksville, 

Durr, Jerry L.—adm. resident—University 
Hospital—Jackson, Miss. 

Ebersole, lenn—exec. dir.—Hospital 
Council of Southern California—Los An- 
gele 

Elsasser, Comdr. L. J., MSC, USN—adm. 
= —U.S.. Naval Hospital—Great Lakes, 

George, Dr. Alfred K.—asst. prof.—Uni- 
versity of Cincinnati College of Medicine 
—Cincinnati. 

Grimes, Ivan B.—graduate 
hospital adm.—Army Medical 
School—Fort Sam Houston, Tex 

Gunter, J. Fred—asst. adm. wennestone 
Hospital—Marietta, Ga. 

Hanse, Richard C., Sr.—student in hosp. 
adm.—University of California School of 
Public Heslth—Berkeley, Calif. 

Hayne:, Merle E.—asst. adm.—Community. 
ospital—Battle Creek, Mich. 

Holladay, Richard E.—student in hospital 
adm.—Northwestern University—Chicago. 


student in 
Service 


Hunsaker, Richard W.—asst. adm.—Chil- 
dren's Hospital—Columbus, Ohio. 
Hunt, Robert E.—chief engr.—Quaker- 


town Hospital Association—Quakertown, 


Hyde. Dr. Frederick W., 
—Grace Hospital— Detroit. 

Kelley, Wildfred H.—asst. 
(N.J.) Beth Israel Hospital. 

Kibsgaard. Henry—fiscal off.—National Na- 
val Medical Center—Bethesda, Md. 
Leff, Murray—assoc. comp. —Bronx Hos- 

pital—New York City. 
Lindemann, Howard — acct. — Coshocton 
(Ohio) County Memorial Hospital. 


Jr.—assoc. dir. 


dir.— Newark 


Lohmann, —asst. adm.—Lutheran 
Hospital—St. Louis. 
Luxan, Alta B.—adm. asst.—Cottage 


Hospital—Grosse Point Farms, Mich. 
ver Ben F. — adm. — Gladewater 
Tex.) Municipal Hospital. 

David Cawthorne—adm. off. 
—Coco Solo Hospital—Cristobal, C.Z. 

McTernan, Edmund J.—student in hos 
— University—New Yor 

ity. 

Monnen, Lt. Col. Millard C.—student in 
Army Medical Field Service School — 
San. Antonio, Tex. 

Nicholson, Maj. Guy C., USAF, MSC—stu- 
dent in hosp. adm.—Army Medical Serv- 
ice School—Fort Sam -Houston. Tex. 

Peters, Capt. Kenneth W., USAF, MSC— 
student in hosp. adm.—Army Medical 
Service School—Fort Sam Houston, Tex. 

Putnoi, Lt. Col. Martin—student in hosp. 
adm.—Army Medical Service School— 
Fort Sam Houston, Tex. 

Rvan, William P.. Jr.—asst. adm.—Western 
Pennsylvania Hospital—Pittsburgh. 

Salt, Frank O.—student in hosp. adm.— 
Medical College of Virginia—Richmond. 

Sawyer, Richard E.—asst. adm.—American 
University Hospital—Beirut, Lebanon. 

Sister M. Fabian —adm.—St. 
Thomas Hospital—Akron, “Ohio. 

Thomas, Leslie S—adm. asst.—Public 
Health Service Hospital—Brighton, Mass. 

Todd, Robert R.—med. technologist— 
Holmes County Community Hospital — 
Lexington,. Miss. 

Waddell, Kenneth Lee—student in hosp. 
adm.—Medical College of Virginia— .- 
Richmond , 

Werderman, Capt. Charles J., USAF, MSC 
—student in hosp. adm.—Brooke Army 
Medical Service School—Fort Sam 
Houston, Tex. 

Wilgarde, Ralph L.—adm. asst.—Jefferson 
Hospital—Philadelphia. 

Yaffe, Harry—adm.—Beth Israel Hospital 
—Denver. 


NEW AUXILIARY MEMBERS 


Women’s Auxiliary of the Hanford (Calif.) 
Community Hospital. 

Mt. Sinai Hospital and Clinic 
Service, Los Angeles. 

Crippled Children’s Guild, Orthopaedic 

ospital, Los Angeles. 

Franklin Hospital Auxiliary, San Francisco. 

Women’s Hospital Auxiliary, Tracy (Calif.) 
Community Memorial Hospital. 

Women’s Auxiliary of the Mennonite Hos- . 
pital, La Junta, Colo. : 

Northwest Community Hospital Center 
Women’s Auxiliary, Arlington Heights, 
Ill. 

Welborn Memorial Baptist Hospital 
Women’s Auxiliary, Evansville, Ind. 
Freeman Greene County Hospital Guild, 

Linton, Ind. 
— Hospital Auxiliary, Sioux City, 
owa. 


Volunteer 
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Bon Secours Hospital Auxillary, Methuen, 


Mass. 
Detroit (Mich.) Memorial Hospital Auxil- 
iary. 
Women’s Committee of William Beaumont 
Hospital, Royal Oak, Mich. 
Boulder City (Nev.) Hospital Auxiliary. 
Moore General Hospital Associates, Gras- 
mere, N. H 


Tompkins County Memorial Hospital Cor- . 


poration, Ithaca, N. Y. 
Auxiliary to Bellevue Hospital Center Inc., 
New York 
»Hospital Auxiliary, Salis- 
ury, N. C. 
Women’s Auxiliary of Oklahoma Baptist 
Hospital, Muskogee, Okla. 
Good Shepherd Hospital Auxiliary, Herm- 
iston, Ore. 
Emanual Hospital Auxiliary, Portland, Ore. 
McKenzie-Willamette Memorial Hospital 
Auxiliary, Springfield, Ore. 
Mercy Hospital Auxiliary, Jourdanton, Tex. 
Woman's Auxiliary to Maryview Hospital, 
Portsmouth, Va. 
Tacoma Wash. Orthopedic Association Inc., 
Mary Bridge Childrens’ Hospital. 
de Damas Ladies Auxiliary, 
once, 


Break through the noise barrier 
(Continued from page 34) 


useful in these applications. The 
possibility of hanging plastic- 
covered sound-absorbing baffles 
which can be removed and washed 
should be given serious consider- 
ation in operating room design. 
Some spaces, such wards, 
dayrooms, private bedrooms, and 
private offices may or may not 
need additional sound-absorbing 


materials, depending on the 
amount of furnishings, bedding, 
drapery, and rugs present. Speech 
and hearing test rooms and other 
spaces where good listening condi- 
tions are important may require 
detailed study to determine the 


most desirable acoustical treat- 


ment. 

Corridors act as highly effective 
tunnels for carrying sound be- 
tween the various parts of the 
building if sound absorbing ma- 
terials are not placed on the ceil- 
ings or upper wall surfaces. Some 
control is afforded through sound 
absorption; however, sound must 
travel a long and tortuous path to 
be reduced as much as it is re- 
duced by a solid airtight barrier. ® 


Contributed services in hospitals— 
an opportunity and a challenge 


(Continued from page 42) 
Business and industry recognize 
“tooling-up” for improved proc- 
esses and for new. products as an 
integral part of production and 


set aside adequate funds for this 
purpose. Hospitals, however, are 
forced to give priority to immedi- 
ate needs, to charity care and to 
the constantly. increasing demands 
for their existent services. 


TRUSTEES’ RESPONSIBILITIES 


The new responsibilities of trus- 
tees embrace the obligation to car- 
ry through this ‘“‘tooling-up” con- 
cept by exploring every possible 
source of nonoperating income 
from the public, industry, founda- 
tions and government. It means 
that the job of today’s trustee in- 
volves far more than the conven- 
tional view of his responsibility, 
which usually is to raise funds 
from generous citizens to meet 
deficits and to set the policies 
which guide the administrator in 
this day-to-day operation of the 
hospital. 

I am concerned that my strong 
plea for a more informed and more 
active trusteeship harbors the 
threat of unwarranted interference 
in the intricate administrative, 
technical and professional func- 
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relaxation’. 


“THERE'S NOTHING ELSE LIKE ITS SMOOTH 
R-E-L-A-X-I-N-G ‘FLOATING ACTION!” 


“I'm much too young to find the words to describe this new 
‘Floating Action’, but I overheard the nurse tell mom, this 
chair just naturally rocks one’s tension away — gives instant 


“The nurse says the comforts of the DEBS ROCKER are en- 
joyed throughout the hospital” . . . 
... Maternity 
. .. Orthopedics . . . All other patients’ rooms 


.. . For post-operative cases 


and even in the 


...Lobbies . .. Waiting rooms . . . Conference rooms. 
— in fact wherever SOLID COMFORT is desired. 


The DEBS ROCKER is so different, —so good — it’s pat- 
ented *. Let us send you the complete details: 


DEBS Wespilal Supplies, Ine. 


5990 Northwest Highway, Chicago 31, Illinois 


*U. S. Patent No. 2,537,071; other patents pending 
$ 
FEBRUARY 16, 1957, VOL. 31 93 


_ 
4 | 
‘ 
& \ 7 
| 23 
& 
$ 
4 


tions that the board should dele- 
gate to the administrator and med- 
ical staff. I am deeply aware of 
the need to avoid such harmful 
confusions. 

What type of people do we need 
for the new trusteeship? Certainly 
the day of the “letterhead” trustee 
is passing. Many leaders feel that 
the primary need is for fewer and 
better trustees. Trustees should be 
recognized community leaders and 


should indicate some knowledge 
of, or interest in, community 
health. The special skills and 


knowledge that the trustee brings 
from his business and professional 
background must now be consid- 
ered an extra bonus to the hos- 
pital’s welfare—a supplementary 
rather than a primary asset in de- 
termining his fitness for hospital 
trusteeship. 

We are hearing more and more 
about trustee education, designed 
to provide the basic knowledge of 
health matters to the trustee in 
order to fulfill his new role. The 
journal TRUSTEE has been an in- 
valuable aid in this educational 
process. 


In successful corporate enter- 
prises, in which so many trustees 
serve as officers and director, du- 
ties are always well defined. They 
are executed with confidence and 
assurance. Knowledge, experience 
and the ability to plan intelligently 
are key ingredients in their im- 
portant service to these enterprises. 
But.in hospital affairs, I feel that 
trustees do not always know pre- 
cisely what is expected of them. All 
too often we sense confusion and 
a hesitancy to assume leadership, 
which is so important today. The 
modern hospital trustee should 
contribute his service with the full 
knowledge that he must become 
intimately acquainted with the 
facts, figures and trends in the 
hospital field. In this way trus- 
tees can sharpen their decisive 
role in aiding the development of 
hospital services, which are keyed 
not only to present needs but to 
the rapidly developing future re- 


quirements. 
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Every hospital administrator 
knows that good food is not only 
“good for what ails the patient’ 
but good for the hospital as 
well. Many administrators have 
discovered that Meals-on-Wheels 
System has been good for the 


budget, too. 3 
— 4 
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Good For What 
7 Alls Yo 


Savings in food service show up 


graphically in hospital operating 


statements. The Meals-on-Wheels 
System saves in man-hours, 
supervision and in food waste. 
If you want to know why it is 
no accident that award winning 
hospitals use Meals-on-Wheels 
System write for full details and 
literature today to: 


System 


a 5001 East 59th St., Kansas City 30, Mo. 
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What to look for in 
purchasing towels 
(Continued from page 56) 


A mercerized yarn is often used. 
Jacquard. This weave is pro- 


- duced by a jacquard loom in which 


warp threads are controlled, cre- 
ating an elaborate design. 

Mitchine. The border design in 
this weave is elaborate, and is often 
combined with a jacquard pattern. 
The border has a heavy “‘boardy”’ 
feel and an embossed appearance. 

Athletic ribbed. These towels 
are woven with alternate ribs of 
plain weave and terry weave to 
provide greater friction. They are 
used most frequently in bath 
houses, gymnasiums, and _ public 
schools, but they also make satis- 
factory institutional or hospital 
bath towels. 

Textured weave. In this weave, 
dobby and jacquard weaves are 
used through the body of the towel, 
often creating elaborate designs. 

In summary, here are some im- 
portant facts to remember in 
choosing bath towels for hospital 
use: 

1. Ground or underweave is the 
towel’s strength. 

2. Thread count and quality of 
cotton are more important-than the 
weight of the towel. 

3. Correct twist gives proper bal- 
ance and better wear. 

4. Soft yarn loosely twisted will 
not wear well. 

5. Evenness of yarn 
quality of the yarn. 

6. Absorption depends on longer 
loops that are numerous and close- 
ly woven. 

Good bath towels may feel soft, 
medium soft, rough, or hard. The 
decision as to which type to pur- 
chase depends on clientele. A size 
most acceptable for institutional 


indicates 


‘use is 22 by 44 inches. After con- 


sidering all of the above factors, 
choose a brand in which you have 
confidence, a mill having a good 
reputation, and a vendor of in- > 
tegrity. 
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"WALL-SAVER” Chairs 


ePREVENT DAMAGE TO WALLS 
®REDUCE CHAIR MAINTENANCE 


The back legs of a ‘‘Wall-Saver’’ chair are flared out 
so that the chair cannot be tipped backwards. No 
rubber leg bumpers are needed—the bottoms of the 
legs abut the baseboard while there is still ample 
clearance between the back of the chair and the wall. 


HOSPITAL PLAQUES 


and signs for every purpose in 
~ BRONZE and ALUMINUM | 


THE OPERATING U nied This unusual design eliminates the strain to which 
OF THIS HOSPITAL WAS GIVEN an onto? chair is sr when the sitter Ba gent 
Pt ) | in it. It also prevents damage to both chair and wal 
i) IN LOVING MEMORY OF caused by ‘“‘resting’’ the back of 
JOSEPH BROWN WHITEHEAD. JR the chair against the wall. As a 
result, ‘*‘Wall-Saver’’ chairs can 
r 1950 pay for themselves through savings. 


Right: No. 1082 
**Wall-Saver'’ Easy 
Chair. j 
Left: No. 108914 *“*Wall- 
Saver’’ Straight 
Chair. (Also available 
with saddle wood 


a 
Hospitals from coast to coast have 
SURPRISINGLY gotten the best for less because of our 
unsurpassed facilities and years of na- 
LOW COST tionwide experience. It will pay you to 
Everlasting beauty. look over our new catalog, prepared 
ae especially for our increasing clientele 
Free design service. in the hospital field. Why not send for 


seat, or with uphol- 
stered seat and back.) 


it today... now! 
Bulletin 
Room and Door Plaques 1005-A 
Directional Signs 
SIDNEY Dedicatory Plaques 
“MEMORIAL WING Memorial Plaques we 
Building Facade Letters 
Plaques to Stimulate Fund Raising “WALL-SAVER" Advantages 
1. CANNOT BE TIPPED 
“B ” e 
Write to oe BACKWARDS hood Contract Furniture 
UNITED STATES BRONZE SiGN CO., INC 2. CHAIR CAN'T DAM- 350) BUTLER ST., oan i 1, PA 
ESTABLISHED 187 
570 Broadway, Dept. H, N. Y. 12, N. Y. @ Plant at Woodside, L. !. Po aaa IDE OR BACK , 


pendable protec- 

SUGAR, SALT 
PEPPER PACKETS the 
at | Exclusive patent- 

! ed tab construc- 

tion fastens 

LOWER PRICES cover securely 
~ bottle @ For 

: igh Pressure 

than you have | qutoclaving) . . 
~ for Low Pressure 

ever paid Se we 9 | (flowing steam). 


BRODE 


Moistureproof ... 
Polyethylene-lined 


DISPOSABLE 
COVERS... 


Now you can buy the finest 
quality cane sugar, weather- 


proofed salt and purest black pepper in moisture- 
proof, cakeproof individual service packets. save nurses time...cover both nipple and 


Priced considerably less than you have ever paid bottleneck. Do not jar off. No breakage. 
Use No. 2 NipGard for narrow neck bottle. 


for individual service sugar, salt, and pepper ... uSe No. H-50 NipGard for wide mouth | 


packets. (Hygeia type) bottle. Be sure to specify 
See your distributor or wire type desired. 


or write for information to 
THE QUICAP COMPANY, Inc. 
VAN BRODE MILLING CO., INC. 110 N. Markley St. 


SUGAR DIVISION Clinton, Mass. South sional samples on 
PACKERS FOR THE SUGAR TRADE 
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They made their hospital easier 
on the ears 


(Continued from page 73) 


was not considered feasible by the 
hospital, all new floor installations 
have been so treated. 

The effect of these sound-control 
measures was dramatic. Recently, 
discharged patients were again 
asked about noise. Only 7 per cent 
complained about too much noise 
during their stay—a drop of 80 per 


cent from the previous figure. 

“The total result of the survey 
and the measures that we were 
able to put into effect have defi- 
nitely reduced noise,’’? commented 
Administrator Beddow. ‘‘The hos- 
pital administration believes that 
the survey pointed to some practi- 
cal solutions to an acute problem. 
In other words, with the assistance 
of hospital industrial aid, we got 
results.” 

Mr. Beddow also feels that per- 
haps the most important aspect of 


WITH PRESS-ON 


¢ Forms Available in Duplicate or Triplicate 
¢ Special Pressure-Sensitive Adhesive on Back 
e Just Peel Off Protective Covering and Press 
On to Master Sheet : 
¢ No Liquids, Glue or Stapling Needed 
and They Stay in Place! 


GUMMING 


Now you can really save time when completing laboratory slips. These 


snap-out slips have the carbon preinserted for duplicate and _ triplicate 
copies. Simply (1) record the data, (2)snap out the copies, (3) peel off the 
protective covering on the back of the original copy, and (4) press the slip 
on to the master report ... all in a matter of seconds. No water, no 
wiping, no waiting for anything to dry — simply snap out, peel and press. 
Slips are 3” x 5”, and there are 18 different types of slips available. 


For Free Samples Write to Dept. H-27 


PHYSICIANS’ RECORD COMPANY 


Publishers of HOSPITAL and MEDICAL RECORDS Since 1907 
161 W. HARRISON STREET + CHICAGO 5, ILLINOIS 


industrial aid is in the stimulated 
thinking of hospital personnel. 
“Middlesex General suffered 
from a disease too many hospitals 
have,” he said. ‘‘The hospital’s self- 
containment excluded, in many in- 
stances, new ideas. The contact 
with industrial management meth- 
ods stimulated Middlesex execu- 
tives to think, to ask why, and to 
put these new ideas into effect.” © 


Hospital association meetings 


(Continued from page 6) 


Operating Problems Small Hospitals — 
March 14-15; Eugene, Ore. (Eugene 
Hotel) 

Staffing (Nursing) Institute—March 25- 
27; Chicago (Shoreland Hotel) 

Hospital Engineering Institute — March 
25-29; Colorado Springs, Colo. (Ant- 
lers Hotel) 

Nursing Inservice Programs Institute— 
Apri! 4-6; Chicago (Congress Hotel) 

Management Development Workshop— 
April 8-12; Boyes Springs, Calif. (So- 
noma Mission Inn). 

Hospital Organization Planning Work- 
shop — April 8-12; New York City 
(Sheraton-McAlpin Hotel) 

Improvement of Patient Care Institute— 
April 22-23; Kansas City, Mo. (Hotel 
President) 

Obstetrical Nursing Service Administra- 
tion Institute—April 22-25; Boston 
(Somerset Hotel) 

Occupational Therapy Institute — Apri! 
22-26; Seattle (Olympic Hotel) 

Hospital Auxiliary Leadership Institute 
Apri! 25-26; Atlanta (Atlanta Bilt- 
more Hotel) 

Administrators’ Secretaries Institute— 
May 13-17; New York City (Waldorf 
Astoria Hotel) 

Directors of Hospital Volunteers Insti- 
tute—May 15-17; Chicago (Black- 
stone Hotel) 

Institute on Hospital Food Service Super- 
vision—May 20-24; Dearborn, Mich. 

(Dearborn Inn) 

Nursing Inservice Programs Institute— 
May 27-28; Boston (Somerset Hotel) 

Hospital Organization and Hospital Plan- 
ning Institute — June 6-7; Chicago 
(Shoreland Hotel) 

Hospital Law Institute — June 10-11; 
Chicago (Edgewater Beach Hotel) 

Medical Social Workers Institute—June 


10-14; Washington, D.C. (Willard 
Hotel ) 
Hospital Personnel Administration Insti- 
tute—June 10-14; St. Louis (Cor- 
onado Hotel) 
Hospital Dentistry Institute—June |/7- 


19; Washington, D.C. (Willard Hotel). 
Nursing Service Administration Institute 
June 17-21; Ottawa, Canada (Cha- 
teau Laurier) | 
Hospital Public Relations Institute—June 
24-27; Boston (Sheraton Plaza Ho- 
tel) 
Hospital Pharmacy Institute—June 24- 
28; Seattle (Olympic Hotel) : 
Developing the Skills of Supervising In- 
stitute—June 24-28; Chicago (Edge- 
water Beach Hotel) 

Conference for Hospital Association Exec- . 
utives—July 8-11; Highland Park, III. 
(Moraine on the Lake Hotel) 
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RE NATA 


| JOHN H. HAYES 


PRO 


After much difficulty, I have 
succeeded in having my poet’s li- 
cense renewed for 1957; and now 
take advantage of it. One of the 
nice things about a poet’s license 
is that the readers pay for it. 


HOSPITAL NURSERY RHYMES 
Jack and Jill went up the hill 
' To fetch a heavy board. 
Jack fell down and broke his’ 
crown 
And landed in a ward. 
Baa, baa, black sheep, 
Have you any money? — 
Yes sir, yes sir, for many 
things, my honey. 
Lots for amusement . 

And cigarettes to smoke 
But none for the hospital; I go 
there when I’m broke. 

x * 
There was an old woman who 
lived in a shoe. 
She-had many children, but 
- knew what to do. 
She never paid doctors and 
then, to be brief, 
In order to feed them 
she went on relief. 
Tom, Tom, the piper’s son, 
Ate a pig, the son-of-a-gun 
Now gets big doses 
Through rubber hoses. 
He’s suffering with trichinosis. 
2.2 
At times, to a child, there’s no in- 
sult as bad 
As that of remarking, 
‘You look like your Dad.” 
2 @ 
Fair lady driver in the car 
Ahead, where mine is going, 
Please tell me what your 
signals are. 
Your pretty hand is showing; 
But are you going left or right? 
I do not want to blunder. 
Or are you going up in flight? 
If so, then I’ll drive under. 
x * 


There’s something in a little boy, 
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My woolen socks, it seems to me. 
Are oftener on her shins; 
The feet too big—but what 
cares she; 
In battered mocassins. 
She wears my shirt outside 
her skirt. 
Its tail in breezes blowing. 


Quite dastardly or tricky 
That makes him shake your 
hand with joy. 
Only when his‘is sticky. 
TEEN AGE DAUGHTER 


My shaving cream is her 


shampoo. 
My razor takes the fuzz Why any lad with her would 
From off her legs. It’s also true flirt 


Is far beyond my knowing. 
Her taking ways I’d not decry, 
It’s really not unlawful, 
If she in beauty gained thereby; 
But no! She still looks awful. 


My scarf for evenings does 

A turn around her flowing hair. 
She cannot find her own. 

My comb, alas, is never where 
I leave it when I’m done. 


THE ORIGINAL 


the accepted, simple 
procedure for personnel 
handling the deceased 


One, complete time-saving package. 
containing all the items necessary for 
handling the deceased . . . ready for 
instant use in a six-pac dispenser. 

SHROUDPAC eliminates all prelim- 
inary time (cutting sheets, assembly, 
multiple buying, etc.). Special type 
plastic shroud prevents leakage—will not tear. 

SHROUDPAC insures proper and uniform identifica- 
tion . . . satisfies the final moral obligation. 


Polyethylene bag holds personal belongings of deceased 


SHROUDPAC CONTAINS: 
PLASTIC SHROUD SHEET (ADULT SIZE 54” x 108”; CHILD SIZE 54” x 72”) 
CHIN STRAP e@ THREE IDENTIFICATION TAGS e@ CELLULOSE PADS 

FIVE TIES @ 6 UNITS IN A HANDY DISPENSER 


Patton Halll, 2265 w. pau, cuicaco 47, 


¢ 


2. Fasten chin strap, 
protecting face 
with cellulose pad. 
Fold arms over ab- 
domen. Tie wrists 
and ankles. (This 
step optional; may 
be omitted.) 


4. Tie above elbows, 
at waist, dnd below 
knees. Fasten ident. 
tag on tie at waist. 


1. Place deceased on 
shroud sheet with 
cellulose pod un- 
der rectum. 


3. Attach ident. tag 
to toe. Fold sheet 
around body. 


SHROUDPAC is available through: A. S. Aloe Co.; Amer. Hospital Supply Corp.; E. F. Mahady 
Co.; Meinecke &-Co.; Physicians Hospitals Supply; Will Ross; In Canada: Ingram & Bell, Ltd. 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3—Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 


change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of fire, flood, 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


OBSTETRICAL SUPERVISOR. New mod- 
ern obstetrical building part of a 302 bed 
eneral hospital; Western New York area. 
uilding will open soon. Requirements: 
N. Y. State registration, B.S. Degree pre- 
ferred and satisfactory experience. Pro- 
gressive personnel policies, retirement 
plan, 40 hour week, salary dependent on 
education and experience. Write to HOS- 
PITALS, Box H-18 


RECORD LIBRARIAN — Registered. For 
new 300-bed hospital. Full charge in set- 
ting up new installation. Located 30 min- 
utes from New York City. Write stating 
education and experience. Address HOS- 
PITALS, Box H-13. 


DTRECTOR NURSING EDUCATION: 140 
beds fully approved. 50 students, tem- 
porary accreditation. Excellent instruc- 
tional facilities, nurses home, university 
affiliation. Salary open. Mid-South. Ad- 
dress HOSPITALS, Box H-26. 


ADMINISTRATOR or BUSINESS MAN- 
AGER: experience necessary, salary open, 
50-bed general hospital, Milwaukee area. 
Address HOSPITALS, Box G-97. 


LIBRARIAN, MEDICAL RECORD—Regis- 

tered. To assume charge of record room. 

135 bed general hospital, 40 hours—salary 

open. Contact Miss G. A. Cooper, Woman’s 
ospital, Cleveland, Ohio. 


MEDICAL RECORD LIBRARIAN for small 
hospital in North Jersey. Apply Bound 
Brook Hospital, 507 Church St., Bound 
Brook, New Jersey. 


PHYSICIAL THERAPIST: 55 bed hospital. 
Fully accredited. Expanding to 100 beds. 
Southern Illinois, population 10,000. Ex- 
perience required. Salary open, Address 
IIOSPITALS, Box H-23 


REGISTERED NURSE ANESTHETIST 
for a 50 bed new modern hospital. Pleas- 
ant working conditions, g personnel 
policies. Average number of surgical an- 
esthetics per month, 46. Adequate relief 
for week-ends and days off. Salary open. 
Two weeks paid vacation at end of year. 
Write Administrator, Crawford County 
Memorial Hospital, Denison, Iowa. State 
age, training and experience. 
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MEDICAL-SURGICAL SUPERVISOR, AD- 
MINISTRATIVE. 302 bed voluntary hos- 
pital, Western New York. B.S. degree 
and/or satisfactory experience in super- 
vision. Will consider person with satis- 
factory experience working towards 
degree. Progressive personnel policies, re- 
tirement plan, 40 hour week, salary de- 


— on education and experience. 


rite to HOSPITALS, Box H-19. 


NURSES—General duty, operating room 


and delivery room. Salary $315.00 to $351.00 
per month plus department premium of 
$10.00. Shift premium of $20.00 extra per 
month, Vacation up to 4 weeks. Retirement 
program and Social Security. Haspitaliza- 
tion insurance, 40 hour week. Hospital lo- 
cated on university campus. Apply Direc- 
tor of Nursing, Palo Alto Hospital, Palo 
Alto, California. 


MEDICAL RECORDS LIBRARIAN _ to 
head large department in new, 516 bed 
cancer researc hospital. Excellent op- 
portunity. Good salary and working con- 
ditions. Qualifications: registration or 
graduate of approved school and at least 
one year experience. Write HOSPITALS, 
Box H-25. 


ASSISTANT MEDICAL RECORD LI- 
BRARIAN: registered; to supervise seven 
medical typists in central dictating sec- 
tion; 40-hour week; employee benefits. 
Contact Personnel Director, Baylor Uni- 
versity Hospital; Dallas, Texas. 


OPERATING ROOM SUPERVISOR — For 
553-bed hospital. Newly built and wr 
operating rooms. (Opened Nov. 1956). 
Active surgical schedule-approximately 40 
procedures daily. Student:nurses rotated 
through O.R. Operating Room technician 
program. Attractive personnel policies. 
Very pleasant working conditions. BS. 
degree and experience to 
Director of Nurses, Western Pennsylvania 
Hospital, Pittsburgh 24, Pennsylvania. 


EDUCATIONAL DIRECTOR & ASSIST- 
ANT DIRECTOR of NURSING: Degree 
required. Immediate opening. Salary de- 
pendent upon preparation and experience. 
Admit one class a year. Opportunity to 
pursue additional university courses. 
Director of Nursing, Frankford Hospital. 
Philadelphia 24, Pa. 


INSTRUCTOR IN OBSTETRIC NURSING 
in a fully accredited school of nursing, 
170 students, 350 bed hospital in large 
metropolitan city with educational and 
cultural advantages. College affiliation. 
Housing available. Liberal personnel poli- 
cies. Salary open. Write HOSPITALS, Box 


ALFRED E. RILEY - 
MEDICAL EMPLOYMENT SERVICE 


59 East Madison Street, Chieago, Illinois 
Andover 3-5663 


Alfred E. Riley, R.N., MSHA, Director 
Dorothea Bowlby, Counselor 


An organization offering personal and in- 
dividualized employment counseling and 
placement service. 

Conscientious and discriminating attention 
is given to all individuals and hospitals 
served by our organization. You can nego- 
tiate confidentially with confidence. 


Positions are available on all levels from 
beginners to executives for: 

Physicians, Administrators, Executive Hos- 
pital Personnel, Medical Record Librarians, 
Laboratory and X-Ray Technitians, An- 
esthetists, Dietitians, Nurses: Directors, 
Instructors, Supervisors, Head, and Staff. 
Write us today regarding these interestin 
positions. Our negotiations are ethical an 
confidential. 


THE MEDICAL BUREAU 


M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hes- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. Please note our emp ye of op- 
portunities in the first issue of each month 
of —- Write us please for further 
deta 


MARY A. JOHNSON ASSOCIATES 
AGENCY 


11 West 42 Street New York 36, N.Y. 


Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in 
selection. Candidates know that. their 
credentials are carefully evaluated to in- 
dividual situations, and only those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from needless interviews. We do not 
advertise specific available positions. Since 
it is our policy to make every effort to 
select the best candidate for the position 
and the best job for the candidates, we 
refer to keep our listings strictly con- 
dential. 

We do have many interesting openings 
for Administrators, Physicians, Anesthe- 
tists, Directors of Nurses, Dietitians, Medi- 
cal Technicians, Therapists and other 
supervisory personnel. 


No registration fee 


OUR YEAR 


Woopwarp 


cal Arsonnol Bureau 
FORMERLY AINOES 
3rd flooreres N.WABASH AVE. 
2 CHICAGO e; 
® ANN WOODWARD ¢ Dirtectolv 


When ———_ in your field of medicine, 
hospital administration, nursing or labora- 
tory work dictates a change of location, 
only the most opening de- 
serves your interest. Likewise, when your 
hospital or clinic requires well qualified 
ersonnel on the administrative level, dip- 
omates to head departments or ancillary 
personnel, only thi: best available candi- 
date is acceptable At this juncture, you 
can time and efficiency by 
the details of your search to the ood- 
ward Medical Personnel Bureau. Our serv- 
ice is strictly confidential. We invite your 
inquiries—and your attention to our ex- 
cellent listings in the forthcoming first-of- 
the-month issue. ; 


HOSPITAL PERSONNEL BUREAU 


220 E. Lexington St., 
Baltimore 2, Maryland 


Administrators, Physicians, Nurses, Tech- 
nicians, Duetitians, Librarians, and other 
categories. Mail resume, photo. No regis- 
tration fee. Mr. Cotter, Licensed Employ- 
ment Agent. LE 9-5029, Res. RI 7-356. 
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POSITIONS OPEN 


INSTRUCTOR FOR NURSES’ AIDES: Gen- 

eral Hospital treating men, women and 
children. 128 adult and pediatric beds plus 
24 bassinets. 40-hour week. Salary open. 


Apply Director, Woman’s 1940 


East 101 St. Cleveland 6, Ohio 


EDUCATIONAL DIRECTOR for accred- 
ited diploma school of nursing; 270 beds 
modern, accredited, general hospital and 
teaching institution for Interns, Residents, 
X-ray and Laboratory Technicians. School 
affiliation with Oberlin College and Metro- 
politan City Hospital for specialties. Rap- 
idly expanding community near univer- 
sities. Excellent personnel policies; living 
accommodations available if desired. Salary 
commensurate to degree. and experience. 
Write Director of Nursing, Elyria Memorial 
Hospital, Elyria, Ohio. 


HOSPITAL PERSONNEL 


Nurse Anesthetists 
Registered Nurses 
Medical Technologist 


Excellent benefits including fort 
week, four weeks vacation annua 
sured annual salary increase, shift difter- 
ential, non-contributor retirement plan 
and medical coverage. are ye due to 
degree of qualification. NURSE ANESTH 
TISTS $5880.00 to 7080.00; REGISTERED 

.00 to 20.00; MEDICAL 
TECHNOLOGIST $4020.00 to $5880.00. Here 
is your chance to answer a challenge and 
to grow with it. For full details just send 
your name and address te Miners Me- 
morial Hospital Association, Box #61, 110 
Logan Street, Williamson, W. Va. 


DIRECTOR OF NURSING for _  120-bed 
general hospital, $5,000 per year. B.S. De- 
gree preferred but those with good =e 
ence will be considered. No nursing sc 
Write Administrator, Riverside Hospital, 
Paducah, Kentucky or call 2-2771. 


POSITIONS WANTED 


HOSPITAL ADMINISTRATOR: Well ex- 
perienced planning, building, equippin 
staffing and operating hospitals. ey 
married, protestant. Address HOSPI 

Box H-22. 


NURSE ANESTHETIST: Graduate West- 

ern Reserve. Over 15 years experience. 

all types anesthetics. Address HOS- 
PITALS, Box H-24. 


DIRECTOR of NURSING: Experience 
varied in-nursing service and nursing edu- 
cation. B. S.—nursing’ education, M. 
nursing service administration. Available 
mid-summer, prefer Mid-West. Address 
HOSPITALS, Box H-16. 


ADMINISTRATOR: 8 years, 250 bed gen- 
eral hospital. Chief accountant, adminis- 
trative assistant, 4 years assistant. Experi- 
ence includes planning, > ping, staffing 
new hospital, NACHA, Karten HOS- 
PITALS, Box H-14. 


under the following heading: 


Please schedule the following advertisement for the 


For Sale 
Positions Open 


Instruction 


Classified Advertising Department 
HOSPITALS, Journal of the American Hospital Association 


18 E. Division St., Chicago 10, Illinois 


issue(s) of HOSPITALS 


Services 


Positions Wanted 


Wanted 


Bill the Hospital 


[] Check or Money Order Enclosed 


Sianed 
vigne 


Title 


Hospital 


Address 


City & State 


seer s information on this low-cost servi ice 


Twenty-five cents a word; minimum charge $3.50 per insertion. 
Deadline: 30 days preceding publication date. 
Clip and mail to HOSPITALS, 18 E. Division St., Chicago 10, illinois. 
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PICTURE CREDITS 


p. 35 TOP TO BOTTOM: St. Barnabas Hospital; George Doherty; New York 
Bureau-United Press; George Doherty : 


p. 39 TOP: Robert McCullough; 

CENTER: The Hartford Courant; 

BOTTOM LEFT: Associated Filmakers, Inc. 
p. 45 TOP: Robert McCullough; 

LEFT: Robert M. Mottar; 

RIGHT: Anne M. Goodrich; 


BOTTOM: Three Lions 
. 72 F. J. Higgins 


p. 77 Courtesy of Diner Drive-In magazine 
p. 88 United Press Telephoto 
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introducing 


the vitamin INCERT * 


CERT 


LYOPHILIZED B VITAMINS* 


WITH C 
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., Pyridoxine 


., Riboflavin 10 mg., Niacin- 
HCL 20 mg., Ascorbic Acid 500 mg.—in lyophilized form. 


in sterile solution 


IN UNIQUE INCERT 


ADDITIVE VIAL 


Every day more hospitals are adopting the INCERT 


Systemt to supplement parenteral solutions. 
The INCERT vial is merely plugged into 
stopper of solution bottle. After vitamins 
are reconstituted with a few cc. of solution 


CALCIUM LEVULINATE 6.5 mEq. Catt in 10% 


POTASSIUM PHOSPHATE 30 mEq. Kt and 
sterile solution 


POTASSIUM CHLORIDE 20 and 40 mEq. in sterile 


SUCCINYLCHOLINE CHLORIDE 500 and 1000 mg. 
solution 


into the bulk solution...sterile technique - 
in sterile solution 


from the bottle, resulting mixture is pumped 
is unbroken. 


the unique INCERT additive vial—the only 
“one-step sterile additive vial designed 


VI-CERT (B Vitamins with C) is now available in 
specifically for hospital use. 


also available in INCERT SYSTEM 


amide 100 mg., Sodium Pantothenate 20 mg 


*Contains Thiamine HCL 25 mg 


HPO, 


tdeveloped by 
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